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In the preparation of this little book, I have con- 
sulted the works and compared the views of many 
who have been eminent in the physical exploration 
of the chest, such as Laennec, Avenbrugger, Corvi- 
sart, Piorry, Skoda, Earth and Koger, Walshe, Hope, 
Stokes, Fuller, Grisolle, Bennett, Latham, FUnt, Bal- 
four, Hayden, Ziemssen, Fothergill, and Loomis, and 
here desire in a" general way to acknowledge my in- 
debtedneas to them, as It has seemed impossible to do 
so in the text in each instance. 

Since the illustrious Laennec discovered the art of 
auscultation in 1816, very many investigations have 
been made and much has been written on the sub- 
ject. While on the one hand it is perfectly surpris- 
ing how little the master mind of Laennec left to be 
done, and how many of his descriptions, classifications, 
and meanings of sounds still remain unimproved upon 
in spite of sharp criticism, yet on the other band, as 
would naturally be expected, other experimenters 
since have discovered new facts, and by a wider ex- 
perience have been able to point out more or less 
error here and there in the works of the father of 
auscultation. I have endeavored to give, arranged In 
tabular form, a condensed summary of the most au- 
thentic observations down to the present time. 
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As to the theories of the mechanism of the produc- 
tion of some of the sounds, there has been a great 
deal of controversy, in which Skoda with hia " con- 
sonance " and " tension " and other theories has taken 
quite a prominent part. Those theories have been 
given in the following tables which seem most rational 
and which are at present most generally accepted. 

In the nomenclature of the physical signs, care has 
been taken not to use those terms which merely ex- 
press somebody's theory of their mode of production. 
Skoda's " consonating rale," for instance, is a very 
ill-advised term, as the theory of consonance is far 
from being imiversally accepted, and no one who re- 
jects the theory would like to use such a term. 
Even the common term " mucous rale " has been 
made to give place to the much more expressive 
" bubbling r^le," which does not imply that it is 
always caused by mucus, but leaves room for its pro- 
duction sometimes also by pus, serum, softened tuber- 
cle, etc. 

To avoid confusion, and for the convenience of 
those who may have become familiar with some par- 
ticular authority, many of the synonyms have been 
added in small type in parentheses. 

In determining what classification to follow, it has 
been thought desirable to avoid the excessive and 
complicated refinements of some authors, without, on 
the other hand, losing sight of the necessity for suffi- 
cient thoroughness. 

There has been an effort to make the arrangement 
of material in the following tables so systematic, that 
any special point needing investigation can be imme- 
diately referred to, without a tedious and laborious 



search through many pages and perhaps many vol- 
umes. The condensed tabular arrangement will be 
found especially advantageous also in differential di- 
agnosis, as it brings into such close juxtaposition in- 
formation which is usually widely scattered, rendering 
comparison easy, point by point. 

Studied in connection with Chapter IV. of Da 
Costii's excellent work on Diagnosis, with its graphic 
descriptions and convenient, helpful diagrams, these 
tables will probably furnish tlie student with all that 
b really necessary in the majority of cases coming 
imder observation. If, however, he desires to make 
a special study of the subject, he is referred to the 
two large and valuable treatises on the " Diseases 
of the Respiratory Organs" and "Diseases of the 
Heart," written by Dr. Austin Flint of New York, 
who is probably the greatest authority on the phys- 
ical diagnosis of such diseases in this country, and to 
whom I desire to acknowledge myself especially in- 
debted. ■ It should be remembered, however, that the 
pathology of these works is not quite up to date. 

It is also hoped that this handbook may be found 
useful by physicians in active practice. It is hardly 
to be expected that practitioners who do not make a 
specialty of lung and heart diseases, even if they 
have at .some time carefully studied into the subject, 
and have been well posted, can retain in theirmeraories 
for immediate use at all times every point necessary 
for a delicate physical diagnosis. If the case be at 
all obscure, they feel the necessity of consulting some 
authority. In such emergencies, the busy doctor may 
appreciate such a time and labor saving contrivance 
as the present. It often needs only a word here and 
there to revive memories of extensive reading. 



It is very doubtful if at this late day any well edu- 
cated physician could he found to despise the value 
of auscultation and percussion as aids to diagnosis. 
Such a contempt would at once stamp the man who 
showed it as an ignorant pretender. But there are 
many who do not feel thoroughly at home in this 
hranch, and on account of too slight practical ac- 
quaintance with it, and lack of time or inclination 
for a laborious research into ita theory, prefer to trust 
for the most part to the symptoms alone rather than 
to the uncertainties (to them) of physical signs. 
Here most truly "_a little knowledge is a dangerous 
thing." For if the practitioner, finding jerking res- 
piration, for example, in a given case, knows that 
jerking respiration ia a sign of phthisis, and does not 
remember that it may be a sign of several other dis- 
eases too, and on the strength of this sign alone diag- 
nosticates the case as phthisis, it would, indeed, be far 
better for him to have known nothing whatever of 
auscultation and percussion, and to have been guided 
entirely by the symptoms. It la such partial knowl- 
edge, to say nothing of the utter ignorance of others, 
that has to some extent brought auscultation and per- 
cussion into disrepute in certain places. 

It is very desirable to have a proper appreciation 
of the comparative value of physical signs and symp- 
toms, without enthusiastically overestimating either. 
He who trusts to symptoms alone for his diagnosis of 
heart and lung diseases will very, very often be led 
astray. On the other hand, the mistake may be made 
in the opposite direction of placing too exclusive reli- 
ance on physical signs alone. In fact, they must be 
taken together and complement each other. If they 



are, and proper attention is paid to the history of 
each case, and also to its -well-known pathological 
laws, an accurate diagnosis can be made in the great 
majority of instances. 

When speaking of heart diseases, Da Costa says : 
" A knowledge of the physical signs is the solid 
foundation, without which any structure that may be 
reared will soon tumble to pieces." 

In fact, the symptoms of heart disease are compara- 
tively insignificant. Quite so much cannot be said of 
the comparative value of signs and symptoms in lung 
diseases ; but even here the great importance of the 
former is attested by the immense strides which have 
been made in the diagnosis of such affections since 
the discovery of the present methods of physical ex- 
ploration, which would have been utterly impossible 
before. 

The plates have been reproduced {with slight alter- 
ations), by the "direct transfer" process, from the 
" Handbuch und Atlas der topographischen Percus- 
sion," by Professor Weil of Heidelberg, published 
at Leipzig in 1877- 

H. C. CLAPP. 

BoSTOn, OdoAerS, 1878. 
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Pathognomonic physical signs are exceedingly 
rare. It is not true that each disease has belonging 
to it one or more individual signs like labels, which 
are always associated with it and no other. The no- 
menclature of diseases is not so rigidly prescribed by 
nature as it would be in such a case. Physical signs, 
instead of representing individual diseases, represent 
merely physical conditions which may be common to 
several diseases. For instance, dullness on percus- 
sion, bronchial or broncho-vesicular respiration, bron- 
chophony, and increased vocal fremitus in combina- 
tion would indicate solidification of the lung, but 
they do not tell us on what the solidification depends. 
It may be pneumonia, it may be phthisis, it may be 
collapse of pulmonary lobules, it may be lung tissue 
compressed by a pleuritic exudation. The disease, 
the particular cause of the solidification, we have to 
reason out from the presence or absence of other 
physical signs, from our knowledge of pathology, and 
from the history and symptoms of the case. 

Before beginning the study of auscultation and per- 
cussion, the student should be thoroughly posted in 
the anatomy and physiology of the organs of respira- 
tion and circulation. Then naturally follows the to- 
pography of these organs. As an aid in constantly 



k 



xn INTRODUCTION. 

keeping before the mind this topography, which is of 
very great importance, especially in the diagnosis of 
heart diseases, the plates have been added to this vol- 
ume, and should be carefully studied and often re- 
ferred to. The details of pictorial illustrations are 
easier for most persons to remember than long verbal 
descriptions, no matter how accurate they may be. 

For convenience in localizing, recording, and com- 
paring signs, the surface of the chest has been mapped 
out into anterior, lateral, and posterior regions, right 
and left, as follows : — 

ANTERioRLr — The supra-damcular region, exteuA' 
ing from the clavicle upwards a distance varying from 
half an inch to an inch and a half; claviculary the 
space occupied by the clavicle ; infra-clamcular, be- 
tween the clavicle and the third rih ; mammary, be- 
tween the third and sixth ribs; infra-mammary, be- 
low the sixth rib ; supra-sternal, the hoilow space 
above the sternum ; superior-sternal, under the ster- 
num above the third rih ; inferior-sternal, under the 
sternum below the third rib. 

IiATERALLr — The axillary region, having for its 
lower boundary a horizontal extension of the lower 
boundary of the mammary region ; infra-axillary., be- 
low this line. 

Posteriorly — The scapular region, the space oc- 
cupied by the scapula, extending also to a horizontal 
line drawn through its lower angle ; infra-scapular, 
below this line to the twelfth rib ; inter-scapular, be- 
tween the inner margin of the scapula and the spinal 
column. 

It is very essential that the healthy sounds of aus- 
cultation and percussion should become thoroughly 
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familiar to the student before he spends much time 
on the morbid sounds. And yet, there is a constant 
tendency to hurry over and neglect the former for 
the sake of getting at the practical work of tiie lat- 
ter. No one would undertake to tune a piano without 
being so familiar with the true tones that he could 
recognize the least departure from them. Very often 
in the most' important cases brought to the physician, 
where there is the greatest desire for information, as, 
for example, in the detection of the very beginnings 
of phthiaLs, the deviations from the normal sounds are 
so slight as to be entirely disregarded by those who 
do not know by practice exactly what the normal 
sounds in the different regions of the chest ouglit to 
be. And even where one thinks he knows this, con- 
stant reference to the healthy standard is necessary. 

Auscultation is said to be immediate when the un- 
assisted ear is applied to the chest of the patient, and 
mediate when a stethoscope is used. Both methods 
are in use, and it is very desirable to become practi- 
cally familiar with each. Some physicians think that 
they can hear as well with the unassisted ear as with 
the stethoscope ; but the great majority of those who 
have much to do with auscultatioQ give a very de- 
cided preference to that instrnraent. Those who have 
used a stethoscope for any considerable length of 
time very seldom like to give it up. It is often pref- 
erable on grounds of delicacy when examining lady 
patienti, and the avoidance of too close contact which 
it insures is certainly pleasanter to the examiner, 
when the patient happens to be at all uncleanly. 
Besides, it can be applied to certain places (such as 
the hollow over the clavicle, for instance) to which it 
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is difficult or impossible to adjust the ear. With it, 
also, particular sounds, which we may wish to locate 
definitely and to hear as far as possible unmixed with 
others (as, for instance, valvular murmurs), can be 
circumscribed. With Cammann's double or binaural 
stethoscope, which is the best, tbe sounds are intensi- 
fied and made more distinct, and some are rendered 
audible which would be inappreciable to the unassisted 
ear. At first, until one gets accustomed to it and 
learns how to use it, there is a disagreeable humming 
or buzzing which is very confusing, but this soon 
passes off. The pectoral extremity should be closely 
applied with moderate pressure, and the edges should 
fit the skin exactly all around, not being tilted up at 
one side to allow the air to enter. Tbe room should 
be quiet and there should be no friction between the 
stethoscope and the clothing. Stiff hair on the chest 
under the instrument often occasions a sound which 
might be confused with the crepitant rale. Beginners 
almost always get the ear-pieces in the wrong way. 
They should follow the direction of the auditory canal. 
The stethoscope should he applied to the bare skin. 
When the unassisted ear is used, it is pleasanter to 
have over the chest one thickness of soft cloth, like 
the undergarment, or a towel. MTien an accurate ex- 
amination in a doubtful case is desired, it is utterly 
impossible to make it without removing the most, if 
not all, of the clothing from the chest ; and the man 
who, in such a case, gives two or three raps, puts his 
head down over a stiffly starched shirt or creaking 
corsets or rustling silk, and then solemnly and oracu- 
larly pronounces an opinion, is generally acting igno- 
rantly or dishonestly by his patient. It might almost 
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be said that if the intra-thoracic noises are all so loud 
that they can be heard above the noise which the 
outside clothing makes, it is not of very much im- 
portance to the diagnosis that they be heard at all, 
for in sucli conditions the symptoms are generally 
enough. The great danger in listening through all 
the clothing is that of not hearing (ormixing up) deli- 
cate and important signs. In many cases, where the 
problem is to decide whether or not phthisis is pres- 
ent, it is sufficient to unbutton the upper part of the 
clothing and turn it aside so as to expose the infra- 
clavicular regions for examination, as phthisis gener- 
ally attacks these regions first. But even here, if no 
deposit be found, particular thoroughness demands a 
further search. 

In immediate auscultation it is advisable to close 
one ear with the finger to exclude outside noises, 
and particularly when studying vocal phenomena. In 
the latter ciise, besides, the patient should turn his 
head to one side and put his hand up to liis moutli to 
prevent the auseultator's confusing hia voice com- 
ing directly from the month with the vocal resonance 
coming through the chest. The aiiscultator should 
also avoid stooping over too much when listening, as 
the congestion of blood caused by such a position 
dulls somewhat the acutene,ss of hearing. Unless too 
weak, the patient is best examined In the sitting post- 
ure, with bis arms hanging down for the anterior 
portion of the chest, raised and crossed over his head 
for the lateral regions, and crossed with the body bent 
forwards for the posterior regions. Generally he haa 
to be instructed to breathe harder than usual, and often 
has to be shown how to breathe properly. In children 
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it is easy to judge of tlie vocal resonance when they 
cry. Finally, one side of the chest should be con- 
Htantly compared with the other, portion by portion. 

Percussion, as a method of diagnORticating disease, 
was discovered by Avenbrugger, whose researches 
were published at Vienna in 1761. They attracted 
but little -attention, however, until Corvisart fifty 
years afterwards translated them into French and in- 
troduced the practice into the French hospitals. Per- 
cussion, like auscultation, is both immediate and medi- 
ate. The immediate (which was the only method 
known to Avenbrugger and Laennec), where the chest 
was struck directly by the fingers, is now never re- 
sorted to, having been entirely superseded by the 
invention by Piorry of mediate percussion, which 
interposes some solid substance, called a pleximeter, 
between the chest and the percussing agent. For 
this purpose, little plates of ivory or wood with han- 
dles have been used, or a flat piece of common elastic 
India rubber. The best pleximeter, however, is a 
tapering cylinder of hard rubber or guttarpercha 
about two inches long, flanging at each end, one cir- 
cular end-piece being smaller than the other for ap- 
plication to the intercostal spaces and supra-clavicnlar 
regions, the body of the cylinder (which is applied 
to the chest at right angles) making an excellent 
handle. The best percussor is a little hammer with 
a hard rubber rod or handle which can be detached 
from the head, which is made of brass and tipped 
with soft rubber. Most physicians use for a plexime- 
ter the left middle or forefinger, with its palmar sur- 
face applied to the chest, and for a percussor the right 
middle or forefinger (or both together), bent so as to 



INTRODUCTION. xvu 

strike at a right angle. Although it takes considera- 
ble time and practice to become really expert in per- 
cussing with the fingers, much more than with the 
instruments just described, yet everybody should 
learn this method, as it is a very valuable one, and 
the instruments cannot always be at hand to be de- 
pended upon. Where one has a great deal of per- 
cussing to do, however, he generally prefers the in- 
struments, as so much pounding on the back of the 
finger used as a pleximeter is apt to make it sore. 
Besides, the instruments bring out the sounds more 
distinctly, especially for purposes of demonstration to 
others. 

Unless the patient is really obliged to He down, he 
should be percussed in the sitting or standing posture, 
with his arms placed as already described for aus- 
cultation, the examiner being directly in front. The 
two sides should be percussed at the same stage of 
respiration, as the expanded lung occupies more room, 
pushing down the liver and spleen and pressing more 
in front of the heart; the difference between a full 
inspiration and a deep expiration being very consid- 
erable. 

Since we draw our inferences as to the condition 
of the lungs from the comparative sound in differ- 
ent parts of the chest rather than from the absolute 
sound, this varying somewhat in different individu- 
als, it is important to strike, immediately after each 
other and with the same force, portions on one side 
which correspond as nearly as possible to portions 
on the other side. Four or five raps in succession 
are best, and should be quick and sharp rather than 
Blow and heavy. More forcible blows are required to 




I 



I 



xnu mTRODUCTIorf, 

elicit the sounds of deeply seated than of superficial i 
portions. The finger or pleximeter should be applied 
firmly on the spot to be examined, and with precisely 
the same iiinount of firmness ou the corresponding 
spot on the other side. 

The pressure should be sufficient to condense the 
soft parts on the outside of the chest. Percussion 
shouUl be performed by a movement of the wrist 
alone, the arm and forearm remaining motionless. It 
would be well for the beginner to commence by per- 
cussing the right infra-clavicular region in a healthy 
subject, and to contrast the vesicular resonance found 
here with the flatness of the liver. Next he might 
try to bring out the proper sound of that part of the 
liver which lies underneath the lung. After becoming 
practically familiar with all the sounds in the difierent 
regions in health, he can try, as a final test of his 
powers, the deep cardiac space. If he can bring out 
the sounds of that satisfactorily, he may consider hira- 
seli" proficient. 

Heart-sounds. — In health there is no difficulty in 
telling by auscultation which is the first and which, 
the second sound of the heart by the rhythm and 
the distinctive characters of the two sounds at the 
apex and base ; and generally it is easy to decide the 
question in the same way if the heart is diseased, 
when it is desired to know whether a murmur is sys- 
tolic, presystolic, or diastolic. But sometimes it is 
impossible or difiicult to do so. In such cases, if the 
apex-beat can be felt, this being synchronous with the 
first sound, the problem is at once solved. If it can- 
not be felt, the radial pulse will settle the point, or 
still better the carotid, which is more nearly synchro- 
nous with the first sound of the heart. 
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AUSCULTATION AND PERCUSSION. 



TABLE NO. 1. 



VARIETIES. 


character of the sound. 


Vesigular Respiration. 


Inspiration. 

A soft, diffused sound of a breezy character, grad- 
nally developed and continuous. Increased in in- 
tensity with the rapidity and force of respiration, 
and prolonged by a full inspiration. Low pitch. 

Expiration. 

kot vesicular, but feeNy blowing in quality. 
Pitch lower and inficnsiry much less than in inspi- 
ration. Usually not more than one fourth the 
length of inspiration, and absent in about one 
third of the cases. No interval between inspira- 
tion and expiration. 


PtJBRiLE Respiration. 


The same quality, pitch, and rhythm as the (pul- 
monary) vesicular murmur, but exaggerated or 
intensijied in degree. 


Senile Respiration. 


The same as the vesicular res])iration, except 
that the intensity is diminished and the expiration 
relatively more developed and longer. 


Tracheal or Lartnobal 
Respiration. 


Inspiration. 

Tubular Sn quality, loud, dry, and hollow. 

High pitch. An interval between inspiration 
and expiration. 

Expiration. 

Tubular in quality. Uniformly present. As 
long as the inspiratory sound, nnd generally- 
longer. More intense and higher in pitch. 



AUSCULTATION AND PERCUSSION. 



RESPIRATION IN HEALTH. 



Inipiraton/ Sonnd. 

I. "BTTibraconBexcited in the in- 
wftTd currcoc uE air by itB frictioa 
igftinKt the whUh of the air pusBtLgea. 

9. By the □b»Ciicle>i prei^iiU^ by the 
■nbdivisioii of thi' broui;bi ; " mid 

3. By the forcible separation of the 
walla <rf the pulmoiiai-y vesiclH!'. whii:h 
•fler tlie pn-vionB expiration have be- 
ooine iDOreur less iidbetonC on account 
of tbeir iiarar;j moislute, 
ETpirators Sound. 

Biniply "bythevibraiioDB excited in 
the expired air liy its fiiulion ajpunst 
the walls of the nil' piiuiigi's." 

The Rwater intensity of the mormnr 
is owing to the greater fretidom of the 
Mlion of the lungs in eurly childhood, 

The change i? owinK to the attenua- 
tion uf the wiUlsof iheair-cetU io aged 

By the ru»h of sii- throneh a tnhc of 
considerabli! riinmcicr, rough and irreg- 
ular on il« inteninl snrfHce.and posseis- 
ing tound-relieciitii.' properties. "The 
bigber pitch of the expiiatury BoUDd is 
doe to tbe greeCer contraction of the 
glottis by the appioxiinaiiuti of the vo- 
cal chorda in expiration." 



muT in the diSereiit regions of the chest, 
there being more in tlie iufrH-clavicular 
and iiiter-Bi^]>ulHr and in the axillary 
and infra-axillary regions than in the 
maminary and infra- mammary regions, 
and least of all in the scapular region. 



J-Ub. 




(ft~^c^ 



PART I. 

PHYSICAL SIGNS. 



26 AUSCULTATION AND PERCUSSION. ^^^M 
TABLE NO. 4. - RESPIRATION IK DISEASE. ^^M 


VAHIBDRB. 


CHARACTEK OfTHE SOUND 


H 


Bkonohial 
Rebfihation. 


Inspirnlion. 

Quality tubular, non- 
veaiculftt. Inteogity vari- 
able, pilch high. Inspi- 
ralOTv sound shorteneil; 
ends before end of inspi- 
ratory act. Rarely ab- 
sent. Can be imitated by 
blowing throu^'h a tube 
formed by the fiugersand 
pal'i of one hand. 

Quality tubular. Pro- 
to'iyd; as long as or 
looger than the sound of 

tense. I^tch atiU higher. 
Rarely absent. 


II always denotes consid- ^^^^H 
erable or comidete Bolidifica- ^^^H 

either by the aiidition of ^^H 
some murbid mnlcrial or by ^^^H 
compression. Tbis involve* ^^^H 
Bupvr'^BM'un of the vesicnlar ^^^H 
murmur. The sound prtt- ^^H 
duced by rhe pat«.ice of air ^^^H 
through the bronchi, which ^^^H 
in health U atiScd hy tho ^^M 
vesknlar mnnnur and ten- ^^M 
dered iuaudilile, is »oib tmna- ^^H 
mitted to the ear InieaBified ^^H 
by the solidilted lung, which ^^H 
is a bFtier sound-conductor ^^^^| 
thau the healthy lung. ^^H 


LAB UbBPIRATION 

bulo-Teslcuisr.) 


The tubular and vesic- 
ular ciuHliiy combined in 
varied proportions, and 
the pilch raised in pro- 
portion to the amount of 
tubular qaulity. Dura- 
lion frequently shortened 
at the end. Intensity va- 
riable. Sometimes ab- 

Eipiratiaa. 

Pi-oloiijed. GeneralJv 
more intense than inspi- 
ration. Pitch higher than 
in inspiration. Quality 

Hpiration. Sometimes ab- 


branchial and vesicular res- ^^H 
piration, it is produced by ^^^^H 
the same cause as the pre- ^^^H 
ceding, although not to tha ^^^H 
same eiitent ; ibo amount of ^^^H 
Bolidificaliou not being suf- ^^^H 
ficieni to extluguioh o^veijic ^^H 
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AUSCULTATION AND PERCUSSION. 



ABNORMAL QUALITY AND PITCH. 



In phthisis and plooriBy generaUy 
in the upper part of the chest, hi 

E£nmoDia g«neriilly the lower part 
hind, especially on the right side. 
in other cases variable. 

Being tacnticti «ith ttw healthj " Ttwbeal 



Same ae the preceding. A very 
ini|iortaDt e'lfrn in the diagnosU of in- 
cipient ]ikhUis. 



Same di<;easeB as the preceding, 
only indicating a Iriefr aanHinl of solid' 
ifimlion. In tha reBolutioo of acota 
lobar pnenraonia (croupoua). all vari- 
eties of the Bonnd may be heard br 
daily auscultalion, from that whicli 
verBiM on the bronvhinl in complete 
■olidiflcHtion, CO thnC which vergeg on 
tha vesicular, which cornea with re- 
Goverf. 
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H TABLE NO. 4, C<miinw<d. — BESFIBATION IN DISBA8B. ^^| 


^H VARIETIES. 


CHABAOIBB OF THB SOUDD. 


H 


^H Caterhoub 
^H Bbspibation. 


Ingpiralion. 

(Quality WwintJ simply; 
□OD-vesit^ular. ron -tubu- 
lar. Often mixed with 
gurgliiig. (Table No. 5.) 

Bxpimllon. 

Qnality blowing. Low- 
er pitch than inBfiration. 
May l« abBent. Often 
mixed with gurgling. 

which, u lU QUO. rigdiBlW. 

li B CDmbiniilion Id iBried 


Frodnced by ihe pawagB ^^H 
of air into and from a car- ^^^H 
iiy nith^ir^iif walU. ^^H 

Aliseni when the cuTiCr it ^^^H 
filled wiih liquid, or when ^^H 
the tu1>es lea<1ing to it ore ^^H 
obstructed. If deep^aCed, ^^^H 
mid beneath sulidiHed lune, ^^H 
it miiy be drowned out by the ^^H 
loud lironrliiiil reaiiirution. ^^^^H 
RSles also may ulMcnre it. ^^^H 

It cnu l>e imitated by blow- ^^^H 
in|r itilo a. ciiviiy foftiied bj ^^^H 
the two liHods. ^^H 


^^^ Amfborio 
^^^^^^ bzspibitioh. 


A kiml of niuaical in- 
tnuiicion like the sound 
producfd by blowing 
uiiou tlie opeo mouth of 
a decanier or i.hial. " 
may accompmij either 
inspiration or expiiation 
or both. It may be hura- 
itiiuR and of low pitth or 
decidedly ringing and 
metallic. 


Kot caused, liki: caYGiuouB ^^H 

laiion of air wtihin a cavinr, ^^^^| 
but bv the current of ^ In ^^1 
the btOQchiat tubes ading ^^^M 

B cavity." The cavilr mnat ^^^1 
have more or teas rigid tealU, ^^^1 
which do not coUaiise with ^^M 
expifBtion; it mitst be of ^^^M 
conaiileriiiile axe, partinlly or ^^^H 
entirely free from liquid con- ^^H 
leniB ; there must be an nn- ^^H 

(or merdv a very Ihin wp- ^^^H 
turn) between a bronchial ^^H 
tnbe and ibe cavity, and tlie ^^^H 

the level of Ihe liquid, if ^^H 
there be any liquid. ^^^H 
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ABNORMAL QUALITY AND PITCH, Continued, 



USUAL SEAT. 



Heard over a circnmscribed area, 
correspoDding to the size of the cavity. 

Being vastly more common m 
phthisis than in other diseases, its 
seat is generally at the summit of the 
chest. 



DISEASES INDICATED. 



Generally confined to a circum- 
scribed space, but is sometimes dif- 
fused more or less over the chest. 



Phthisis. 

Earely in 
Pulmonary abooeei. 
Gangrene. 
Cancer. 
Bronchial diUtatioo. 



Almost pathognomonic of pneu- 
mo-hydrothorax with pulmonary fis- 
tula. Sometimes in phthisis. 

Still more rarely in abscess, etc. 
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AUSCULTATION AND PERCUSSION. 



TABLE NO. 5. 



VARIETIES. 



I. Tracheal 

AND 

Laryngeal 
Rales. 

a. Dry or vibrat' 
tng. 



b. Moist or bub- 
bling. 



n. Bronchial 
Rftles. 

a. Dry or vibrat- 
ing, 

{!,) Sonorous 

RiXBS. 



(2.) Sibilant 
RIlbs. 



character of the sound. 



Whistling, wheezing, crow- 
ing, whooping, etc. Most 
of them are heard without 
special aoscultation and at a 
distance. 



Babbling sounds, often 
called " death-rattles." 



Low-pitched, musical sounds, 
compared to snoring, cooing, 
buzzing, grunting, humming, 
a note of a bass-viol, etc. 



High-pitched, whistling, 
hissing, or clicking sounds of 
variable intensity and dura- 
tion and irregular recur- 
rence. Often compared to 
shrill musical tones, the cries 
of young animals, the chirp- 
ing of birds, whistling of 
wind through a keyhole, etc. 
Heard with the respiratory 
murmur, or the latter may 
be masked. Loudest in asth- 
ma. 



RELATION TO INSPIRATION 
AND EXPIRATION. 



Mostly with inspiration. 
Sometimes with botL 



With both. 



With both or either, es- 
pecially with expiration. 



With both or either, es- 
pecially with inspiration. 
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rAleS (Rhonchi]. 



Iyni|ih,etc. 

2. By diminntion of 
ralibre of tube below tlie 



robes and 
heard in the chest, chera 
ihej iQHj, in a tew cafes, 
be ihongUt lo originate. 
AnBiullatian of the 
Ihttdx and trachea will 
Bt once settle the point. 



. Laryngiamas strida- 



By the passage of a 
ihrongh mucus or othi 
liquid in the tube. 



Laryns and Iiachea. 



The iDodbnnd state. 

Coma. 

Inability to e:ipectorate. 



"By the vibrations ex- 
cited by the passage of 
air through the largrr 
iroiichif irre^^nlarly nar- 
rowed, either by spas- 
circular fibres," or by 
Bwclliug: of their mucous 
membmne. or by the ad- 
hesion of visi;id mucus to 
their walls, or by the 
prcseote of a tomor. 



Constantly liable to 
rhantie position. Mav 
sometimes disappear af- 
ter coughing. They are 

I. Marentles^difTnged 
over the whole chest ; or, 

a. Confined to one side 
of the chest, or limited 
to a circa mh<>ri bed space. 
|ln phthisis the circnm- 
Ecril>ed space is gene 



pcvDmoitia or phthisis. 



lit of the 



Produced in the same 
manner, but in Che tmaUer 
troncAioJ luba. 



&nme i 
flies, with which they 
ire bei|ueDtly mingled. 



Same diseases a 
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TABLE NO. 5, Continued, 



YAKIETIES. 


character op the 80Uin>. 


RELATION TO INSPIRATIOH 
AND EXPIRATION. 


6. Mot8t or bub- 
bling. 

(l.)CoAB8E Bub- 
bling Rales. 

(Coarse mucooB 
rftles.) 


A coarse bubbling souDd, 
conveying the impression of 
the bursting of bubbles of 
somewhat large size. The 
"death-rattles are an ex- 
aggerated type of them. If 
any solidification of the lung 
exists around the tubes in 
which the sound is produced, 
the pitch is raised in propor- 
tion to the amount. 


With either or both. 


(2.) Fine Bub- 
BLiNQ Rales. 

(Fine macous rftles.) 


The same quality of sound, 
but the bubbles are smaller. 
The coarse and fine bub- 
blinif r^es may be imitated 
by blowing into a tumbler 
of water through different 
sized tubes. 


With either or both. 

• 


(3.) SUBCRBPI- 
TANT RIlBS. 


The same quality, but the 
bubbles are very small in- 
deed. Still, they are some- 
what unequal in size, as in 
the other moist r&Ies. 
Slowly evolved. 


With either or both. 
W hen with inspiration, 
near the beginning. 
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SALES, Conlinaed. 



ottcn oiilud muco-ii rSlri. 
This Icrra is not bo u|)- 

ErapriatB, »a the liquid 
y means of whith ihev 
are produced it not al- 
ways mil c us. Unle.w 
BpGcifled. whan " huhbling 
Hies '' are mentEoDcd, 
bronchiul rikI not tra- 
chenl are Dnderstood. 



Produced in ihe same 
muiner in Che tmailet 
brmcltial lubei. 



Produced in the atu 

manner in the ter* f 
Tiulr bronchial Tam(fii 



ContitaTitlT IJnble to 
change position, espe- 
cjuUy after expeol ora- 
tion or conghinir, and 
not occnrring with every 
respiration. 

Thev are eitlier — 

I. jAon or less dif- 
fused over the whole 
chett, especially the iu- 
fra-s(^uJar regions, or 

S. ConfiDed to one side 
of the chest, or limiled 
to a circumscribed space. 
(In phthisis tlie drcam- 
Bcribed space is genorBlly 



the SI 



lit of the chest.) 



Same as coarse bab- 
bling rUes, with which 
they are Eteqnewly min- 



Sante as coarse bab- 
bling rides, excepting 
that they are very much 
less liable to change po- 






■ring with 



phthiBJH or pneumonia. 

Sofleued tuberL-le, etc., 
in tabes in phthisis, blood 
ill hB:moptyBiB or pulmo- 
nary apopleny. serum in 
redema, pna in pulmo- 
nary or hepatic ah^uesB. 



Same as coarse bub- 
bling rules, but smaUer 
tubes aftectod. 



1 . Capillary bronchitis. 
Pulmonary ceiicma. 
a. Lobar poenmonia 
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TABLE NO. 5, Continued, 



YARIETIES. 


CHARACTER OF THE SOUND. 


RELATION TO INSPIRATIOM 
AND EXPIRATION. 


III. Vesicular 
R&les. 

Cbbpitant 
Rales. 


Fine, dry, crepitating or 
crackling sounds, compared to 
those produced by tine salt 
on a fire, or by rubbing a 
lock of hair between the 
thumb and finger close to 
the ear. They resemble the 
subcrepitant, from which 
they must be distinguished. 
The crepitations are equcU in 
size, dry, not bubbling, con- 
stant, not variable, rapidly 
evolved, not suspended by 
coughing and expectoration, 
and occur only with inspira- 
tion. 


With inspiration exclusively, 
and near the end of it, es- 
pecially in forced inspira- 
tion. 

X 


IV. CSavemous 
R&Ies. 

qubolinq 
IUles. 


A hollow, gurgling sound, 
often very intense, some- 
times metallic or amphoric, 
usually of low pitch, convey- 
ing the impression of very 
large bubbles bursting in a 
large space, the lou(mess of 
the gurgling being propor- 
tionate to the size of tne cav- 
ity. When this is small, 
hardly distinguishable from 
coarse bubbung bronchial 
r&les. 


With either or both. 
Oftener with inspiration 
than expiration. 
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RlLES, Coidiaaed. 



I 
I 



-OW PKO.^. 


.„„.„,. 




Prodoced, according to 


Most commonlj over 


Almost patbognomouic 


the moat raiional ihL-ory 


the lower part of the 


of pneunioina. 
If heard only over h 


(Dr.C«rT'8), by ihe abrupt 


chest behind, on one mde. 


separation, during inspi- 


oftener the right. 


circnrascribed space at 


ration, of the walls of the 




the smnniit of the chest. 


air-vaida, which had. 


the Hubrrepitant rAlea in 


pA(A.ri! is generally indi- 


after the prec«iling ex- 




cated. Even in sDch 


piration, become ncl he n^nt 
by RiranB of the vi»-id 




cases the crepitant rSle is 
indicative of a drcum- 




exudation incident to the 




scribed pnenmoQic proc- 


tioa. 






TU> mode of iu pndiKtian 






an be illuftraled by moisteD- 






iog th« Ihmnb lod flnpirwHh 
m llttiK puu or toLutivn of 












)HH>iDr Uipm tof^IUcr uid 
■epuuiag IbcD. oar th. ««■. 










Produce4 hj the hnrrt- 


A circnrancribed space, 


PbthiMB. 


ing of Inrse bubblea and 


in forty-nine out of fifty 




theagitationof amnesof 
lioQiJinacavitvof c-m- 
siaerable uie. When the 


tbe cheat 


.^^%^^:^ 






cavi^ is empty, cavern- 






Ota respiration takes (he 






place of the ureraumi 






riles. The two signs 






maj thus confirm each 






other. Not pr<«lueed if 






the canity is full. The 






ccmmuniciition with ihe 






bronchial tnbcs lunM be 












the level of the Ikiuid. 






Therefore gnrRling ig not 






heard in every case of a 






cavity. 
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TABLE NO. 6. 



VARIBTIBS. 



Fbigtion 
Sounds. 



Metallic Tink- 

UIVG. 



CHARACTEB OF THE SOUND. 



Grazing, rubbing, creaking like new 
leather, grating, crumpling, rasping, 
the harshness varying according to 
the' roughness of the surface of the 
pleura. 

-The grazing and rubbing sounds, 
which are the most common, may be 
imitated by placing over the ear the 
palm of one hand and moving over 
Its dorsal surface slowly the pulpy por- 
tion of a finger of the other hand. 

Intensity very variable, sometimes 
heard even by the patient The 
sound is dry and appears to be near 
the ear, not continuous generally, but 
jerking, rhythmical with respiration. 
Transient or lasting. Occasionally 
attended with fremitus. 



RELATION TO INSPI- 
RATION AND EX- 
PIRATION. 



With both or with 
inspiration alone. 

Very rarely with 
expirati(Hi alone. 



A high-pitched, abrupt, short, siU 
very tone, like the tinkling^ of a small 
bell, dropping small shot into a brass 
basin, etc., consisting of a single 
sound, or more commonly of two, 
three, or more in quick succession. 
Accompanies respiration, speaking, 
and coughing, especially the two lat> 
ter. Irregular in its appearance. 
Only liable to be confounded widi a 
somewhat similar sound in the stom- ' 
ach. 



With both or 
either ; especiaUr 
at the end of ii»pi> 
ration. 
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HOBBm PLEURAL BOUNDS. ^H 


1 ^^^^^^^ 


DlBUSSa ISDl- ^^^1 


HOW PR.,D«CEI>. „aUAL S<AT. 


^^^B 


1 

By the rubbing together ottwo^ In common 


Pleurisy. ^^H 




pleurisv usually 




cal. and oftea lliupbrugmatic with cus- 


Tonfinedtoa 


Also in phlhiais ^^H 




small space ai Hie 


andpnenmonia ^M 


Ijmph or other depoiit. 


middle or lo.er 


wlicre there ia ac- ^^H 




part of the chest 
laterully or pos- 


companying sec- ^^H 




oudary pleuriay. ^^H 




tetiorlv; but may 






be more or less 






diSused, and occa- 






Bionally is heard 






over the entire 






chest. 






In phthisis at 






tfaeBummitof the 






chest. 


■ 


* Tbare moM be a /arje cavity, contain- 
ing liquid and air oi eax. aud almost 


Genei^ll J at the 
middle third of 


Almost patbor ^H 
nomoiiic ot puen- ^^H 


ioTariiibJy there is commuuicaUoii wUh 
« broDchial tnbe. 


the chest, in front, 


UU'hydrothornx. ^^^H 


behind, or at the 




There are Bevaral different theorira 


Side. 


I. .^H 


aa to the prodnciiou of this sound, and 


Sotnetimea dif- 




probably each one of [be following 
(which havB alt been experimeutiilly 


fused over the 




entite chest on 




VBrifi*d)may attonntfor it either aloue 


one aide. 




or in connrttion with the othprs. 


Sometimes a 




1 . Drops of fluid till from the upper 
part of the space npon the surface of 


circumscribed 




a|mce at the aum- 




the liquid below, when the patient. 












np, (Laeonec) 






a. Air, working thniOKh a fiBtulous 






oriflce onenine below ihe level of the 






liquid, nses to ihc surface, forming bnb- 






Um wbii^h break ami produce the 






kouod. (Spitlel.l 






3. Simple agitation ofthe liquid mnv- 












coDghinB. etc. 






4. Bulibles of mncuB hnrstinj; at the 






opeuine of a tistulouB orilice Hitaaled 
•boTe tlie lerel of ibe liquid. 








^^1 


^^^^J 
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TABLE NO. 6, Continued. 



VABIKTIB8. 


GHARACTEB OF THE SOUND. 


RELATION TO INSPI- 
RATION AND EX- 
PIRATION. 


Spi.abhivo. 

IHippocratie sacons- 
sioa ■onnd.) 


Such a noise as is produced by 
shaking a bottle partly filled with 
liquid. 

Only liable to be confounded with a 
somewhat similar sound in the stom- 
ach. 

Often it has a high-pitched am- 
phoric tone, and may be mingled with 
metallic tinkling. Sometimes loud 
enough to be heard at a distance. 
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MORBID PLEURAL SOUNDS, Continued, 



HOW PBODUCKD. 



Produced by jerking the body of the 
patient with an abrupt forcible move- 
ment, the ear being in contact with or 
in close proximity to the chest. 

Sometimes produced unintentionally 
by the patient himself, by quick mo- 
tions, such as horseback exercise, 
jumping, etc. 

Tne liquid must not be too abun- 
dant nor too thick, and there must 
also be air in the cavity. 



USUAL SEAT. 



Generally over 
the whole of the 
affected side, un- 
less there are ad- 
hesions. 



Very rarely at the 
summit of (he chest. 



DISEASES IN- 
DICATED. 



Pathognomonic 
of pneumo-hydro- 
thorax. 

Very rarely in tu- 
bercular and other 
cavities in the lung. 
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TABLE NO. 7. 



Tbachkal Voice. 



NOBHAL THOBACIC 

Bbbonahcb. 




ribralioD 

ill as by palpation. The voice vi'coiiceiilrated i 
mar Ike ear, seeming to pass i-iglit through the itethoscope. • 
Sometimes tbe nrtii^utnted words are tran!<mitled ho as to 
be heard aa dlstiuutl/ as when coming direct from tlie 
lipe. When this occurs over the eheu us a resnlt of dis- 
ease, it is called perfect pecloriloq'ig. Oftetier, however, - 
the tranBmission of speech from the trachea fiimishes » 
type oE imperfect pectoriloquy. All these phenomeon 
mav diSer in iucensity. Tlie varifltiona in tbe firat thte* 
however, — resouance, shock, aud fremitns, — do not )d- 
wavs correspond with the vaimtioug in the diMitictneaB 
with which speech is transmitted. 



There is little or no shock or fremitiiSL Whispered 
worils are transmitted more or less perfectly, more so 
t^nerally tbsn loud wordn ; this feature corresponding to 
the morbid sign called whispering pectoriloquy. 



much weaVec than in tracheophony, 
and is quite variable in iutenaity. Often over jiortions of ' 
the chest none is appreciable, and id Bome persona it is 
absent over the entire cheat. The sound ia dijj'vsed and "■ 
seems farther remooed from the ear, rarely accompanied 
with shock, and not always with fremitus. The sonnd ~ 
often amounts to little more than a hunmung or bn&ODg- 
No pectoriloquy. 



The characters of the sounds produced by the whis- 
pered voice are identical with those produced by the act of 
eTfpiiatiou, in all respects except that the sounds are more 
intense, (;enerally, Chan those even of a forced expira- 
tion. The intensity is variable, a^ in the preceOing. 
There is the same difference between this and the tracheal 
whisper with rejrard to diffusion, concentration, and ncAr- 
ness to the ear that there \s between the normal thoracic 
vocal resonance and the tracheal voice. 



AUSCULTATION AND PERCUSSION. 
THE VOICE IN HEALTa 



■e bv the reTerbecalion 
of (he voice in ite wiand-waBCting 
tabe, Che sliock hy the sudileu arrest 
of ihc column of expired air b; the 
ant of apeakitit;, the frtiaituB by Che 
librBtionB of the tracheal tabe in con- 
nection wich thona of ibe vocal chords, 
and the diKtioct trAaHmisaioD of speech 
by Ihe concentraiing and aonnd-reflect- 
iug properties of the bolloff tnbe. 



Trachea and larynx. 

Applj the KtotboHope aver tbo broad iar^ 
iice of the tb) roid cartilsg" "r jnat mbon 

ind'oiisr'hu cbJt in'bnJtii"uid°iii°dii«i^ 

at flr»t with tiiB loud n^ee and altarwardJ ia 



'he sonnd corresponds to the sound 
3xpirntiun in imcheal or laryngeal 
niratioD, and ia in fact identical 



Trnchea and larynx. 



■ibrationa are weakened a 
b« uasainj; through the bi 
I of the bronchi and I 



There are considersblfi variations 
in this soiim! in the different rewiona 
of the chett, Ic being more incense ID 
the iofra-clav Scalar and inCer-scapalar 
regions tban rn the aNJllary and infra- 
Bxillarj ; and in the litCier more Chan 
ID ihe mammary and iufra'inammary. 
There ia Che least resonance in the 
scapular region. 



D the bronchial tubes. 
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TABLE NO. 8. 



VARIETIES. 



Diminished and Sup- 
pressed Vocal 
Resonance and Fre- 
mitus. 



CHARACTER OF THE SOUND. 



Simply less in intensity than normal, or absent 
altogether. There bcin^ no standard of intensity, 
comparison must be made between the two sides, 
allowing, of course, for the slight possible differ- 
ence in health. (Table No. 7.) 

The fremitus generally, but not always, lessened 
in the same proportion as the resonance. 



Increased Vocal 
Besonancb and 



Merely an increase in intensity, without change 
in other respects. Generally associated with the 
broncho-vesicular respiration. 



Fremitus. 




Increased Bronchial 
Whisper. 


Same as the expiratory sound in broncho-vesic- 
ular respiration, namely, increase of intensity and 
length, more or less tubular in quality, and higher 
in pitch than the whisper in health,'these altera- 
tions being proportionate to the degree of solid- 
ification. 


Bbonchophont. 


Vocal sound concentrated and near the ear. 
Pitch higher than normal. Intensity and fremi- 
tus variable; may be greater or less than in 
health. 


1 

Whispering Bron- 
chophony. 


• 
Same as the expiratory sound in the bronchial 
respiration, namely, intensified, long, high pitched, 
and tubular. 



AUSCULTATION AND PERCUSSION. 
THE VOICE IN DISEASE. 



Bj the TGtnoTal of the 
lanes tnim I he tlioniuii.- 
walU, or lij Hnjtliioi; that 



wilh fluid, ihe *ocal 
resuuiuii-e and fremUud 
are diiiiiiiiBliMl or sup- 
pressed telow tbe level 
uf the liquid, but in- 
cresaed generally just 
nbore the Urel, owing 
to the condenaatiuD. 



PleuFiiic eSu^on, em- 
hjJrothorax, 
> ■ hjdrothomx, 




Bj diylit amiolidalwH ol 
the Inns 'tigane around Iht 
air Inhea, whereby the 
sound-reflecting power ol 
the tubes is iDcrcasEd, nnd 
the pnlmouary parBucliyrna 
IB renderi'd more h"mo);ci- 
DBOug and u hetMr suund- 
condavliir. 



not coDfinEd to any 
part of the chest, hut 
UBuatly moKt marked 
ind of the greatert sig- 



phthisis. 



B towards the 
3l the luugi in 



PhlhisTs. 

Pneuiupnin. 

Compressed lung in 
moderate i>lenritic ef- 
fusion nnd collapae of 
polmouary lobnles. 



Same bb the preceding. 



Same aa Che preceding, 
except that the lolidijica- 
tion a greater, and some- 
times ennnJfM. Less solid- 
iHcacioD u required thnu 
for the produciion of bron- 
chial respimtion. There- 
fiire hronchophony may bo 
aaaw^inted with a hroncho- 
vraicular re!<piraCio<i as 
well as with brouubial. 



In pneamonia gen- 
erally the middle and 
r thirds behind, 
great importance 
as enggeetire of phthisis 
when ex in ling at the 
apex of the lung. 

In plaiiriiic effusion, 

er condensed lung at 

imiuit of chest. 



Same as the preced- 



Same as the preced- 



AUSCULTATION AND PERCUSSION. 
TABLE NO. 8, Cmtinmd. 



VAIUETIKB. 


CHAHACTEB OF THE SllCNU. 


CaTEBNOUS WHI9PKS. 


Same as the expiratory sonnd in the cavemoM 
reafiiration, namrfj : low |jin:h iinil blowing (non- 
tubular) quality, with variable iutennitj. 


ahifhobtc voich and 
Wbibfeb. 


A ringing bdutii! of a metallic quality) not dis- 

Bound prodoced by upcaking into an empty jar. 
The amphoric quality may ai'ConipHny the loud 
voice or vhUper, more enpeiijilly the latter, the 


Pectoriloqot and 
Whispering Peoto- 

BILOQDY. 


the attthoacope into the tar. This is more in- 
qi-ent with tlie whispered than with (ha loud 
voice. Care must he lakcn not to coufnae tba 
words coming directly from the patient's month 
wilh ihe transmission of them through the chert. 
Unless a dduhle siethuscope is used, one eAr must 
be closed. This ia a rare siyn, but ihe lype of it 
can he studied in health in conoectiou with 
tracheal voice. 




A tremulous, blealiug or quavering aound, Ukt 
the cry o/agimt, from whiih the term is derived, 
and often compared to the "Punch and Judy" 
voice, SynchrmiouH with, hat of a higher pitch 
than, the voice of the patient, or else follow- 
ing it like a feebly whimpered echo, and rani; 


Metallic Tinkling. 


Has the SHme cbaracters when heard in connec- 
tion with the loud or whiepered voice as with re^ 
piration (whieh see), but is more iulansa. 



AUSCULTATION AND PERCUSSION. 
THE VOICE IH DISEASE. Cimtmued. 



no. ^.™.. 


UBHAL a«AT. 


..^™. 


„.,„„„. 


Pn).laced hy the air 


AcircumM;Hbedxpace, 


Phthisis 




pBHing iiiit of an empty, 


generally a; summit of 






eid i^Ut. 


chest, — 
Or Is mlier ftta. 


Punileot, 


aHE™™' "' 


Bj (he revetbern(ion of 


Same aa amphoric 




Ihe voite, cau>ioK an echo, 








in a lame cavitv with riqul 








walU, and «il^t to the 








same condition* ax in the 








prod nc lion of amphoric 
















" Sometimes b; the eon- 


"Not confined to anr 


Chiefly Phthisis. 


daitaiitm of lung tissue 


portion of the lungs. 
kt oc^urrine m.«t 
commonly at ihc apnea 
and in the upper IoUb." 






Kroiiml ■ large brani-him. 




pnmmoDU, 


whereb/ Ihe l^«D.Hmis^i^.n 


^ril^m 


MiUm ntbron- 


of the Hjoiid to the eat i> 






lacililated. More gener- 








allj Ij the funnatiuD of 
























By the tibrationn eonse- 


Ifol confined to any 


Plenritic 


effuBlon. 


qoent on the existeni^r of a 
t^ia Mratum of liquiU in 


portion of the chcsl, 
but moal common at or 






Hmrolhor 




the pleural eaHty. 
Not a;il to otmr when 


near the inferior angle 
of the ecapDla ; from 


■*' 


the ehe.'t i« more than half 


here often extending 






Ml of liquid. The iaug 


to the iiiler>«ea|>ulu 






Bim be more or le» roD- 


space, and, in a tone 






deaaed at the leicl of the 


from one to three lin- 






Squid. This xnmnn for 


(Tcn broad, following 








ibe line of the rib. to- 






When there l>ecomei> loo 


«ard< the nipple (the 
patient sHtingy. Thui 
line indirales not the 






■lop«. Therefore in u-nte 










pleurilv it rarel)' coniioup* 
luager'than iwo or three 


lenj of the liquid, but 






■be points when it baa 






&r.r"-""'°" 


the teanirita degree of 






ibinneM Co produce 














AainTableNo.*. 


Aj iB TaU« So. t. 


.JiS. 


n^nm^lr 



AUSCULTATION AND PERCUSSION. 
TABLE SO. 9. 



,.,„.„». 


™Ai.^.,.«Ta=HO.«n. 


HOW FItDDnOMD. 


NOBHAI. VeBIO- 

Rbsohance. 

(PiJa™«j.( 


sound, of low pitch, ila qual- 
ity auitieaerit, only to be Hp- 
precinted by acCuaJlj hBariog 
it, and its intcniiily varvinfj 
with the force ot the blow, 
the elasticity ot Che chest 
walls, the thicknesa of the 
layer of mascles aod fat cov- 
ering them, and the degree 
of inflation of the lungs. 


By the vibration of tha 
air in [he uniform, elastic, 
spoogy lisBiie of ihe lung 
when pcrcuaaed. 


Flatness. 

lAbsen™ ot raao- 


The sound is complete];/ 
deadened, and rcsetnblus that 
produced by percussing the 
thigh or shoulder. The 
linger used as a pleximeter 
cxp^riencea a ereater sense 
ot resistance tliau normal, 
especially in early life, before 

utased to be elastic. 


Is occusioned by aerum or 
pus ID the pleural sac, Bemm 

Boliditicaiion of lung tinne, 
tumors, etc 


Ddllnebb. 

(KnilDl<h«dre»- 


Intermediate between the 

rtsouance being not Iwit but 

dtqrte of dullneas Taries in- 
di-tinitely. The pilth is 
higher than normal The 

creased in proijortion to the 
dei.'cee t^ dullness. 


By the Beme causea as the 
prtceding, though existing 
to a lesser extent. The rela- 
tive proportion of solids or 
liquids to airinthelnngBia 
morbidly increased. 



AUSCULTATION AND PERCUSSION. 47 1 
PERCUSSION SIGNS. ^J 


WH™:c„™nv«. ««..,«. 


■ 


Mofit strongly marked in the infra. 
elavicDlar repops. In tha scflpulM 
mud interscapnlar regiona, on account 
of the lajera of bo.ie und mnxJea. the 
resonance is ilimiiiiBli«I, as it is also 
where the lime overliips the heart and 
Hver. In aifforeiit regionB the reso- 
nance vmies to tdiicIi that what would 

carefull^i^tudledbyiiBelf. The area of 
heallhj resuonnce Is uf course greater 
with a full infliiliun of the lungs than 
in tranquil hreathiu^, and Ux» with a 
forced expiration. 

In loiDB tMncni Uu nioinncg 1> Hi^hily 
leltilde. 


1 


Oyer the liier below the lioe of he- 
pitic flUnm. 

. Tbti lo««. border o1 Iho righl Lung mirki 
(ba tiiu 8/ lupiUic HaiK'si ud Ihe qppet 
bortu at Uie iin<l«l)luf ilT« ihs J^ni d/ 


Pneumonia. 
Pleiiritiu dTiuioii. 
EmLiyema. 
Hjdrolhorax. 

PhlhlriB. pnlmoiuirr cpd«ii». condenmtioo 
ooU»p»o, cancor, mooiriim, tic. 


Over the heart and upleen ; in the 
places where the lungs overhip the 

gland ia femali's; over thick laj-era of 
mosclaa on the rilia, especially behind ; 
■ and all over the chest in rery fat per- 

In »Bie prnDDi tben U> Id hHlth • dighl 


The same d[BeB«cB as the abo»e, 
where the same physical condition* 

exist to a Uss extent. In many of . ■ 

them dullness U more common ihaa ^^H 
flatness. The dejioait of phthisis is ^^M 
very rarely sufficient to cive rise to ^^^H 
more thHn dnllu^ss and miliary tuber- ^^H 
clea, unless in KttU qiirtntitieR, may ^^B 
not eren give rise to dullueM. _Coi>- 
ge^ition of the lung may give Hm to 
dnllnesB, but never to flatness. 

owing pnbuhlj In tn<-n<M»a t^nrlon o( Innn 
Uld wills of ohml. Thrnna^h. slight doil- 
BW mm fiu^tiuD of Ijmpti on ptaun. 


■ ^^ 



H 48 AUSCULTATION AND PERCUSSION. 1 


H TABLE NO. 9, Cmtin«ed. 1 


■ v.«.„«. 


™*B.C..BO,™..™„. 


..OWP.,0„„.». 


^L- 


A rfnimJifa Bound, u ite 


It reqairei for its pradac- 




name siKuifics; the Mm 


tion a. largv s|m'G fiJIud with 




often nsiil to denote any re»- 


air, and boniidpd by morfer- 
atdg Ifnte, ciasbc wails, capa- 




onance which is not vewc- 




ulac. It U of VBriBbiB in- 


ble of reflartioi; BonomuaM- 
brationa. U, howevar, tho 




tensity, eilhar grenter or lera 
than Ihe veBicuTar, of higher 




tension is i-rlreiw. llie con- 




pitch, and accompnnied with 


tained air does not vibrate. 




a EBUse of less resiilaiicG to 


the tyin[<anitic quality is 


■ 


the finger. 


lease Bed or dec I roved, and 
the wiDnil mav bfcome quite 
dulL When a common drum 
is made exinmeli/ U^ht and 
there ia no eacape for ihe air, 
the fame dnll effect is pro- 
duced on bfinj! Ptnicit. 

TymjioDitic resonance oc- 
cnrs under tba following con- 
ditions : - 

I, From ftirorfias in Ihe 
pleural cavity. (Hare the 


^^V TrMFAItlTIC 

^V Rehosahce. 




rCBonancB is more intense 
thBD iha normal veaicnlar.j 

cavities. 

3. Singularly enouRh, and 
contrary u> what might be 

nance is often heard over 










parfialls sallJififd lung [giv- 






mg place to ciullnesa when 








^^^^H , 




complBta). 






WHeiB tbe upper lobe in thus 












wltio haie formed, unil in (meu- 






moBki, It li Kcnt'mll; eiplalnod 












come rtDm Ihe HIT In the lowor 






put o! Iht ImchM and Uie pri- 






mer, bnraehl, heing Mb,r ™- 






du(M«l by KolldiaHl thsB b^ 






heslthj luDS; Old wtaie tbe 






lower lobe i, »>lidifled. Ihit U>. 






IjmpMiflc rMOMnre. It p™.nt, 












(h. -lomnch or colon. Fuller, 






hDoeivr, thlaki it mmctfnmi [he 






















Dihen oxpluu U iij dimluutlon at 


H. 




t-nsioD. 


Il 
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PEBCUSSION SIGNS, Continued. 



WHKBX OB8EBVKD Ol HXALTH. 



Heard orer the rtomach and bowels. 



DI8BA8E8 UTOIGATBD. 



Pnenmothorax. 

Poeamo-hjdrotho 

Phthisis. 



GaTities after abaeen, ete. 
DiJalatioii of bronclii. 



* * » 



• > <*«<<* 
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TABLE NO. 9, CoMi«u<ul. ] 


1 


,.,.^. 


CHAIUtrTEB 0» THE BOVBtl. 


HOW PlIODVCEt). 




IntermertlalB batween the 






normal vtaiciilar and the 


of the air cells. 






tjmpanilic rCTonunce, and 


2- If the effusion in pleu- 






pttitnkiuy of ihe characters 


risy rise* much abore iho 






o( each. The pilch high in 


middle of tlw chest, ihe pres- 
sure condenses the lung above 






proportion an the tympanitic 
quality predominates. In- 






the liijuid, and dullnexfl en- 




EXAOOSKATED 


to naily grealor than normal 


sues. With a less amount 




Hhbobance. 




Dsace is geocrully exMggeia- 


■ 


(VMiculo-tjm- 








pu.to.1 




iolidifies one lobe, the reso- 
nance over the other ig gen- 
erally exaggerated Prob- 
ably toth ta-es are explained 














by assuming a condition ap- 








proxiniHting (u emphysema 
in the lolie above the liquid 




^^^^K 










in pleuri-y, and iu the 








healthy lolre in pneumouia, 








ihey expanding prupordon- 








ally to the cx|i.maiou caused ■ 








by the diaeiised condition in 




^"' 




the sitectiid part. 






A kind of mn^^ical intona- 


The cavity mnst contain 




tion, like the found obtained 


sir, must haia somewhat 






by perenating an empty jar 


rigid walla, mnai be super- 




Amphoric 


(ampliora,!. It miiy be imi- 
liittd by closing the month, 


ficial or else covered bv so- 




Bbsonanue. 


lidified lung, and there must 






iuSaeintr the cheeks, but not 


be free comnianication with 






too uu^bU, aud then filliping 


the bronchial tubes. The 




' 


them wiL^ thu finger. 


sound can be heard better 
if the ear or stethoscope ia 
brought close to the puticnt's 
open mouth. Use slow and 
heavy percussion. 






Like the sonnd prodaced 


Produced exactly as in the 




bv Btrikinj; a cracked earth- 


scbool-h-iv trick referred to. 




Cbaoked-Mbtai. 


ehwure or'meUl inr or other 


by the sudden expulsion of 
air. and its forcible contact 




RSSUnANCE. 


VH^L Can he imitated by 






the 8chool-bov trick of fold- 


with the Hiili's of the piissage 




(Bruit diip6tiu«.| 


ing the hnud's xo as to form 
aliolkiw, and striking the 


throuiih which it is driven. 






The same conditions are uec- 






back of one of them on the 


esi^ary (o its production aa in 






knee, A loud, short, hoiiow, 


amphoric [esonance. 














with hipsing. 






^ v>;A/;h:;..; 




■ . 


J 
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Emphrsema (vesicular or interlob- 
ular or aecondory to {ihthisical de- 

PleiirlHj wilh offuBiou. 
FDeumuDia. 



OccaBionall; produced in children 
over a priniarf faronchas, owing' to ihe 
jioliiing of Ihe costal cartiliigts. 






As ID Ihe pracfldinu. 

It may be produced onioteiitionally 
by (ho imperfsct a|)plicfttioii o£ the 
finger or pleximeter to tlie chest walls, 
■no the expniaioa of air from buneath 



Mostly phtlu'siiTil cavitieR. 



rclbli (I- 
•slail; U 
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THE PHYSICAL DIAGNOSIS ^^^^^^| 


' 


TABLE ^^^^^^B 




mSPECTlllN AND 




^^^M 


DISEABB. 


UESBITIIATIIH.. 


PBBCUSatOK. 


^^^m 


Acnx. 


Diminiilion in 


Sometimes slight 


^^H 


FLEDKiar. 


reapiralory move- 


dnlluesB. 


Joking. ,^^H 


F,VM Stofje. 


ofpain. Body bent 
WwBrdB afiectBd 














Bids far the same 






lymph. 1 


reason. 




''^H 




Litde or no mo- 


A senfle of re- 


broncho- ^^^1 




tion of the cliast 


Hi^trancB, and flat- 


or brou- ^^^^1 




walls on the affect- 


ness or dullness at 


chial re^ipiratiou > ^^^^1 




ed side, but in- 


the base of the 






creased motion on 




lung, wilh occa- ^^^^M 




the heallhy Bide. 


abruptly above in 


nionally a feeble, '^^^H 




Ealarg:ein':nl of 


Rcurved line which 


distant, brhncbiti ^^^H 




Bide in all direc- 


is not altered by 


reBpimtion all over ^^^H 




tionB by meaBiire- 


whichmaybemBda 


the chest. ^^^H 




menl, and oblitera- 


ReapiratioQ iren- ^^^H 


SecoBrf Stage. 


tiun of intereoHtal 


to Ehifl b; chang- 


below the kvel of ^^H 




Bpacas, especially 


ing tha patient's 


(EBnilon ol 


at lower part ol 


posture, n n 1 a a B 


the liquid, but is- ^^^^H 


wnun.t 


chest. 




creased on nnaf- ^^^^1 






of the pleural Bur- 


fected Bide during ^^^^H 






ffl<:BS. or the chest 


all three atagea, ^^^^1 






ia full of liquid. 


especially in Chii ^^H 






Generally exag- 


stage. ^^m 






geralEd reeonanca 








above t!ie level of 








the liquid, and 








rarely the amphoric 








or the tracked- 








metttl resonance at 








the summit. 


l^^l 




Mobility of cbest 


The line of flat- 


Respiration grsd- ;^^^^| 




wallB partialtr re- 


ness la cradnaily 
.lowered, but dull- 


ually returns to itg ^^H 




tnrmng,intBrc™tal 


normal condition ^^H 






ness often remains 


from (he snmmit ^^^^M 




nonnal, and en- 


for an indefinite 


feeble often &t f^^^M 






time at the base of 


rAiVrf Stage. 


pearing. 


the chest, where 


weeks and months. ^^^^M 




AfWr recovery 




Absence of respi- ^^^^M 


UbsoFplioD snd 


thare occuta, in 


the lung and the 


at the base ^^^^H 






accumulation of 


frequently remains ^^^^H 




(thoDgli aeldom in 


solid plaatic mate- 


for a long time. ^^^^H 




compariBon with 


rial is often very 






chronic pleurisy), 
contraction of t¥e 


great. 


^^1 


t __ 


whole side. 




H 


L M 
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BiLES. 


«Ks'oT*^™, 


„„„„». 


"-"-■■ 1 


RHmnsfiidwn 




Deep-seated ten- 


When m,t ape- ^^B 


MBund, often 




dornesa. 


cified, the signs ^^1 


heard, which ara 






mentioned in Ibis ^^H 


f almost pathogno- 






table are ob- ^^H 


monic when at 






served over the ^^H 


the middle orinte- 






affected portion ^^^M 


rior pan of ehest, 
orallorertheside 






uf the Inng only. ^^^H 






V 


A friction 


LesBcned or 


FlnctuatioD some- 


Generally the ' 


sonnd ia nirel» 




times apparent. Vo- 


pleural cavity is 


h^rdeveniDthfit 


the level of the 


cal fremitaa lessened 


oot more than 


1 M»ee. wherB ths 


liquid, but in- 




half or two thirds 


Inng is attached 
by bandH of &lae 


c^ascd above. 


the level of the liquid, 


full in acute ■■ 


Sometimes bron- 


bnl increased abuve. 


^M 


membrime to the 


chophony above 
the levei, or p«c- 


U the heart is dis- 


^H 


thoracic walfi. 


placed, it may he 
heard and often felt 




and alao over the 


torHoquif (espe- 




ooropreBHed lung 


ciViBplB,.™- 






higher np. 




right of "theaternum. 






pkuriay with 


or farther to the left 






phthlsie], heard 


than normal in the 






bwt over the 








scapular and in- 


ilia: the displace- 






ter*capa]ar re- 


ment being to the 






gions on aecoont 


right if the effuxiou 






of the D^nal sii- 


is on the left side, and 






nation of the 


to the left if the effn. 






compresaed lung. 


siou is on the right 






Sonietimus 


side. 






cc-jophunj near 








the level of the 








liquid. 




■ 


, A rasping, grat- 


Gradnally ap- 
proaches to the 


Sometimes a tric- 




iDg-creakine. 


tiou Eremitus. The 




ro^k./rictio-, 


normal. Some- 


heart, if previously 






times legophony. 


displaced, gradually 








returns to the pr«- 
cordia, unless held 




nerved, eapL-cially 






with a deep in- 








■piration, aamD- 




and curiously enough, 




ttmesloiid enough 




ihe BQction force 




to be heard at a 




caosed by abeorption 




diatsDce, aud vu- 




may now even draw 




lying in duration 




it too far in the oth- 




from a very shurt 




er direction,— it the 




time to several 




effusion has been 




monthfl. coaBiDg 




right-sided, towards 




with ailheBiuD. 




the right: if lett- 
sided, further to the 
left than normal. 


. ^ 


■fe. _^l 
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TABLE NO. 10, Continued, 



DISEASE. 


INSPECTION AND 
MENSURATION. 


PERCUSSION. 


RESPIRATION. 


Chronic 
Pleurisy. 

(If the chest is 
full of fluid.) 


Perfect or almost 
perfect immobility 
of side of chest 
(with increase of 
motion on healthy 
side). Generally di- 
latation of side, 
and as a rule, even 
if this be not so, 
the intercostal de- 
pressions are ef- 
faced or lessened. 
This is particularly 
noticeable at the 
end of inspiration. 
The maximum en- 
largement of the 
side is about two 
inches. 

Permanent con- 
traction after re- 
covery. 


Flatness every- 
where on affected 
side, even extend- 
ing over the ster- 
num some distance 
on the other side. 


Wanting ; except 
at the summit over 
or near the com- 
pressed lun^, where 
It is bronchial. Ex- 
ceptionally, how- 
ever, the bronchial 
respiration extends 
over the whole side 
or the greater part 
of it. 

Kespiratory mur- 
mur exaggerated on 
healthy side. 


£)MFT£MA. 


The amount of 
pus is generally 
even greater than 
that of the serum 
in chronic pleurisy, 
causing still greater 
dilatation of the 
chest. The obliter- 
ation of intercostal 
depressions is oft- 
ener noticed than 
in pleurisy. 


Same as chronic 
pleurisy. 


Same as chronic 
pleurisy. 



^^^H 


^^^^^H 


V 


~n 
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H Bil-EB. 


VOCAL 


PAU-ATIOM 
PAU-ATIOM. 


BBIUBKB. 




EEWNAHCE. 








H A» in Bcuie 


LeewDed or 


Fluctnmion wrae- 


If the cheat U 


■ pleurisy. 




limeB apparent. Vo- 


only partially 






cepr^t ibe snm- 


c«l fn^itus leuened 


lillei!. the signa 






mit bebJDd, 


or BupprcsMd. 


are the »me as 








Heort dicplawd 


in acnle pleurisy. 






bE loud and whig- 


even more than » 


It is far mora 






parinp bcon- 


umnl in arnU plen- 

ri.y. McdiaWfrmm 


common to h»»o 






chophunvoiidin- 


the cheat fnU in 






treasod vocal re8- 


displaced laterally. 


ciironic than in 






oasDce. jEgoph- 


Liver and stomach 


acule pleurisy. 




■ 


onj U rare. 


often diBplflcBl down- 
wards. Bometiin™ as- 
crndine even hfeher 
th«a before «i.h the 

panjiug recovery. 


i 


! 


B Sameaachron- 


Same u chron- 


Even iDore di>- 






■ ic plenrUy. 


ic plouri*/. 


hearl Kvnerally than 


















in chroiue plennsy, 










it pnlmtlne ume- 










times even b<-yond 










the riftht nipple. If 










the left side i^ aETect- 










ed, the effusion often 










receive! a tan)>ible 










and vriible imnalse 
from the bean's bent; 


















hence the term" pul- 






























perforatioD tskeg 










place throa;:h the 










chent wall«. and the 










akin remains un- 










broken, the tnmoT 










thus formed, benides 










flucmwing. often haa 




















synchronous «ith the 










systole, Bimulating 










aneurism. The tn- 










mor may also in- 


























_^B 


^ 
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TABLE NO. 10, Continued. 



DISEASE. 


INSPECTION AND 
MENSURATION. 


PERCUSSION. 


RESPIRATION. 


• 

Hydro- 
thorax. 


Although there 
may be more liquid 
on one side than on 
the other, yet there 
is almost never one- 
sided dilatation of 
the chest and dis- 
placement of the 
neart and medias- 
tinum. 


Flatness or dull- 
ness over the lower 
part of both sides 
of the chest. The 
line of flatness al- 
most a Iway s 
changes with 
change of posture. 
Of course it is im- 
possible for both 
pleural cavities to 
be completely 
filled. 


As in pleurisy 
with moderate ef- 
fusion. There is 
rarely, however, 
well-marked bron- 
chial respiration, 
as, the disease being 
bilateral, sufficient 
compression to pro- 
duce bronchial res- 
piration could not 
often be compatible 
with life. 


PULM017ART 

CEdema. 




More or less dull- 
ness, generally dif- 
fused equally over 
the back of the 
chest on both isides, 
and most marked 
at the lowest parts. 


Weakened or 
suppressed. 

Rarely well- 
marked bronchial 
respiration. 
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TABLE NO. 10, Continued. 



RilLBS. 


VOCAL 
RESONANCE. 


PALPATION. 


REMARKS. 


No exudation 
of lymph and 
therefore no fric- 
tion sounds. 


As in pleurisy 
with moderate 
effusion. 


Vocal fremitus 
lessened or sup- 
pressed below the 
level of the liquid, 
but increased above. 


Hydrothorax is 
bilateral ; while 
the different 
kinds of pleurisy 
are almost with- 
out exception 
unilateral. 


* 

Snbcrepitant 
and fine bubbling 
rftles. 


Variable. 


VocaI fremitus va- 
riable. 


Like hydro- 
thorax, pulmo- 
nary oedema is a 
result of structu- 
ral disease of the 
heart or kidney. 
Although gen- 
erally bilateral, 
and then oftener 
found in the pos- 
terior portions, it 
may be unilateral 
and extend over 
one lobe or a 
whole lung. 



^P^^eo^^ 


THE PBYSICAL DI A GNOSIS ^^^ 


■ 


TABLE 


NO, 10, Continufd. 


■ 


^. 


Enpansian of 
affecred aide and 


Flatnett at Ai &j« 
of the choBt on the 


low the level of the 




relative mobility 


affected side, it there 


liquid. Feeble, dis- 




impaired. Ob- 


be enoagh liquid («- 






literation H n d 


mm or pua). Over 


above, nnlesB there 






the upper pHi-t of the 


is a free eommuni- 




ing of [ntercoeuil 


aamo Hide and Bome- 


oation between the 




depresaioiu. 


timea extending bc- 


brop child tnbes and 






votid the Bipmum. 


the pleural cavity 








above the level of 






ftlmoBt ss intense m 


the liquid, when 






that of u tympimitic 


there may bo heard 








amphoric respira- 






even beW ihe level 


tion, limited to a 












of the liquid, the lat. 


near ihe perfora- 






ter often extending; 


tion, which is gen- 






twice oi high ax the 


eriJly between the 






line of flatnesH. 


third and sixth riba 


^^P^^^ Pkbcno- 




The tjinjianitic res- 


un the poEtero-lat- 
era! surjace of (he 


^■^ BTDROTBO- 




onance extends over 


^K RAX. 




the whole Bide, if 


chest. 






there be only a Bmall 


lironchial respi- 






amount uf liquid. 


rslioD over the con- 






Change of poUiire 


densed long (which 
ia generally alwi 






always, in This din- 






ease, chnn^B relative 








position of flatuera 


top of the chest 
beliind. 






and tympanitic re80- 








KespiratioQ on 








hE.alih, side exag. 






onance. Dullness 


yerawrf. 






from the eoudiiisi'd 
















be detected at the 








summit of the cheat 








behind. It the quan- 








tity of air or teas be 








wry large, on account 








ottheearfremaleuBion 








there may be iysipa- 




^■T 




nUic duUness. 




1 



OF DISEASES OF THE LUNGS. 
TABLE HO. 10, Continued. 



Above the liquid 

yoke, iLtid cough, if 
tbere ia amphoric 
respirmioii. Ur the 
vocal reHouauce may 
be iteble or wnntiu^. 
Alwats wnnting be- 
low the liijiiid. Me- 
Mllic Ciokling. 

Incr<'a.-ied vocal res- 
onance ur liriinchnph- 

presBed lung at the 
top of the theiit be- 



suppraased. 

Iliaplacement 
of heart. Kluc- 



Wben this dis- 

7/ 



geoerall; a 
pticanon 
phtAisit. 

The relativB 
proportion of air 






in difCecent 
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^1 TABLE NO. 10, Contimted. ^^H 


■ 


ISBPSCnOH tKD 




— -« 




Ab in the preceding. 


Tympanitic 


ptvsed where ^~ 






pan or the whole 








of the affecied 


amphoric if there U 






«de. sontetimea 








•Ten exleodin}! 


between the bron- 


^^m TKOSAX. 




iu the rigbi or 


chial tubes and the 






left beyond the 


pleural cavity. Bron- 
chial respiration 
over tbe coudenaed 




There is a clmrscier 


Exaggerated 


Weakened ot 




iuir (lefciDiity of the 








chest, a greU bnlgine 


times callfd ve«- 


npper lobes, tnore 




of ihe vhole upper pan 


icnlo-trmpa. 


so tisually on tbe 




eeaerally, sLenium ouil 


nilic), on bolh 


left than on tbe 




ill. 


sides, lint getl- 


right side. Inspi- 




dionieter of the eUesl 


eraliycrealer 


ratory Bonnd short- 




on tlie left. It is 


ened and expiration 




is ereall; intressed. 


heard over a 


pemnrkably pro- 
longed, though of 




Tbe clavicles are ele- 






rated, and jet slmoBt 


■he vesicular res- 


■ be same quality 




boned up. The lowar 
parlB of the scapula 


onance in health, 


as in bealtli. 




as the diaphragm 
U uashcd down 
and the heart is 






entire thorax iedragjred 






npwitrdaas one piece in 


more or less com- 






inspiration, but there is 
little or DO expansion 


pletely covered 
EjlupK. Owing 






of the chest, because the 


to tbe slight 






elfuticit; of the lunu 






^H Emtbt- 


tissue being lost, expi- 


lungs, tbia area 






ration fails to empty tbe 

chest, and there IS little 


ii* not much si. 






fected bv forced 






room for the iotrodnc- 








tion of f reab air. 










U the lower 






labored and poirerfnl, 


lobes ate em- 








lin'e oE hepatic 












the lower pan oE the 


flatness may be 






che-t ma; even sink in 


lowered to the 






during itiBpir&Uon. De- 
pression above cUviclca 
fn inspiration. 


ninth or tenth 






rib on the per- 






Zr^'h^'^' 






The patient oden 








stoops from auwro-pos- 








terioc curvature of the 


«iS, ib"« ™5'bi 






spine. 








In a few cases of the 








varictj called "senile 








atmphv " of tbe lung 








there i^ no bnlging. 






Li J 



1 


OF DISEASES OF TEE LUNGS. 63 ^^M 
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.«„,. 


xZZ^l^c^- 


,.„™,, 


REKAHKa. ^^^1 




Diminished or sup- 
prcsaed wliere the air 
ifl, or amphoric voice. 


Vof-al fremitus 


A ynj rare dis- ^^M 




diminished or 


eaae. air or gai. ( 




euppri'sBcd where 


icilliaatiigiiidaimobt 




whisper, and cough, 


the air is, but 


never being found 




if there ia amphoric 
reapiralion. Vocai 


increaeea over 


Inthevh^Bt. •■ 






Pneuno-hsdrollio- ^^^ 






lung. Diapiace- 


rnx IB often looselr ^^^1 




over Oio coiiricnrnd 


nieNtoth<irt. 






lung, or ei'en broa- 




rax, however, ^^^H 




chophony. 




1 


If bronchi tin 


Vocal resonance 


Vocal fremitus 


In the great ma- ^^M 
jorit; .3 caiKg, ^^M 


and ailhma co- 


YBiiable. 


variable. 


exist, Iiulibliug 




Heart', ira- 


vi^sirnlar empliy- ^^^M 


rllcB, aud oft- 




pnlao lowered, 


>ema lias as^i- ^^M 


ener dibilaiit 






Bted with it chronic ^^^H 






felt in ihe epf- 




_- tUoL 




t!:iiBtrium instead 








of in the pvc- 


by paroxjBma of ^^^H 








^^M 






Ch.'St wnlls iiD- 


Centrally a bUat- ^^H 






UHiially elaiitic 


rral Uiscase, al- ^^^^H 






to Dho linger. 


thoujrh llitM ie ^^^ 
usunllv more aftec- 1 
tion of the left ! 
lung than of the 
right. 


















J_ 
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TABLE NO. 10, CoatiniKd. ^^^M 


m 


'Z^^Z,".«!' 


™nc.».o». 


.>.„>.„„. T^M 


^L 


Often ,11 Iiulg- 


Owing to the 


Urniinishetl or anp^^^l 




ing of the upper 


oommonVcoexUt- 






part ot the Phest, 


ing emphyaema, 






!m.l a sinking m. 


there is generally 


gem led. ^^^H 


^^^^n 


durinR ill a pi ra- 


ejta^cttitd per- 






tion, ot the lower 








part, on acmmi 


aa in that dise&se. 






ot the emphj- 






^H ASTHKA. 


Bema whith gen- 
erftlly coexiaW. 

Lnhored rea- 
pinttlon. 




1 


^»^^^ 




Healthy teeo- 


In many cases nor-^^^H 






naoce on both 


^^^H 






Bides ot the ch™t. 


Sometimes olH^^H 






A Degative sign, 


STured by the raiM.^^^^1 






but a good one 




^^^H 




here. 


or siigijircaKd over ^^^H 
part of the chest ti^^^^H 






IUnl;>il1ghtdDll- 


plugs of mucas ^^^^1 






Cubes, suddenly l^ap^^^^H 








pearinj; aftef (uam^^^^l 








iiig, sometimea Iqn^^^l 


^^^H 




lobulM [ram obtCrun- 


thickeuing ot H^^^^H 
mucoue membrajw ^^^^H 






Oon ol bronotiia 


bat from this latt«i^^^H 






tubes. 


cause hath sides w^^^H 


Bbokohitib. 






affected uliLe. ^^^^H 


( Affecting me 








UrgertuW) 






1 


1 
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I 



RALES. 


KBSORAIICK. 


.A.....O. 


BQURKS. 


Load lihUaM and 
■OMorwu rAla with in- 
Bpiration and pxuira- 

ttoii (the Kibilaiit, 
howBTer, being more 

Hon, aii(itheK>Domus 
iaexpiratiunl, all over 
the clieBt on both 
Kidra and oft«n heard 
M ■ di«t«iice. 

rSlet towards rhe close 
of the paroxjsmp and 
for sererul davB after, 
-h«n thev c^. un- 

lewchrxDicbianchkiB 






.The_phy.icd 
signs jn»en are 
those of a pannt- 
jsm. ThlT is 
gcneriilly accom- 
pwiieil by a Urn- 
porory empiljae- 

at 1.-H8t. awl bv 
broticliitis. 

Krgiihir BKh- 
mnticsufloihiire 

nent complica- 
tions. 


OpbothsirlBsof ihe 
ebetl, es|>ei'ia]1y over 
the lower loht-a be- 
bind, lonoroHt and sib- 
ilant riles, acioniing 
to the MieaFthe tubes 
in which Ihev are |iro- 
dnced, are Mimetimeg 
beard alone, before 
eecretiun takes place, 
and afhT this mingled 
with OMirK ttxd Jim 
babbling riUt. In 
many ease, no rd/« 
an heard at ull, and 
when present they of- 
ten itiifc their noei- 
tlon. The moixt r«leB 
are not heard unlew 
the macii- it unnanal- 

which iK not the case 

The™'Z..r"ot[enTr 
hi chronic than in 

the~li<tnid<i> more apt 

■nd therefore pro- 
duGU better bnbbles. 
They oecar otianer 
•bo in yonng .hil. 
dren than in ailuKs, 
beeaDwi the former 
eipectKrate less. 




Sometimes a 
rhoncbial fremi- 
tna. 


A bilateral dia- 
eflsB. 
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TABLE NO. 10, Continued, 



DISEASE. 


inspection and 
mensuration. 


PERCUSSION. 


RESPIRATION. 


Capillary 
Bronchitis. 

(Including catar- 
rhal pneumonia.) 


If there is con- 
siderable collapse 
of pulmonary lob- 
ules, with emphy- 
sema, and with or 
without catarrhal 
pneumonia, the up- 
per part of the 
chest is more or 
less expanded, and 
the lower part may 
even sink in during 
inspiration. 


Undiminished res- 
onance on both 
sides of the chest, 
except sometimes 
when there is col- 
la])se of pulmonary 
lobules with or 
without catarrhal 
pneumonia, when 
there may be some 
circumscribed dull- 
ness over dissemi- 
nated portions of 
the lung, especially 
over the lower 
lobes behind, and 
exaggerated reso- 
nance in other 
parts, especially 
the upper part of 
the chest in front, 
if emphysema co- 
exists. 


Respiration weak- 
ened or ol)8Cured by 
r&les. If solidifica- 
tion from collapse 
coexists (with or 
without catarrhal 
pneumonia), bron- 
cho-vesicular or 
bronchial or weak- 
e n e d respiration 
over such parts. If 
emphysema coex- 
ists, weak or sup- 
pressed inspiration 
m front above, and 
expiration length- 
ened. 


Plastic 
Bronchitis. 

(PBeudo-mem- 
bra&ous.) 


• 


No dullness un- 
less from collapse, 
or from great 
quantity of liquid 
in bronclii. 


There may be 
suppression of res- 
piration over parts 
of the chest from 
the exu(lation or 
from collkpse ; or 
broncho - vesicular 
or bronchial respi- 
ration from col- 
lapse. 
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KALES. 




rAifATHm. 


BEMAKKS. 


Syhcrrpitant rSlt, 


If aolidiSca- 




A bilateral dis- 


uDirormlv present ou 


tion from col- , tioD from col- 


ease. Inflarama- 




bothBidMofthoohcsi, 


lapse exiBts. with ; UpMexiBtfi.wilh 


tiun of the Ui^er 




wiih either or both 


or without catiir- or wirhoul catar- 


tubes grncrally 
coexists. Cnpil- 




napiratory aeta, pr- 


rhal pneutnouia. ! rhal pneumonia, 




peciftUy ovar the 
lower ihirU of tho 




larj bronchitis is 






fremitus over 






che-t behind. 


b^cho phony 
o*er such parts. 


such pona. 


pd with collapse 




SilHlwil and Bonn- 








Jont rdH anil &Iho 






lobnlea and CA- 




i^/h muy be Iiennl nil 






nia, esppcially in 








infants or in aged 




over the tfaest on both 






or feeble peiWns. 




iiitieB when the (•mnllor 






Collapse, bv th« 




■nd larger tubes are 






law of compen- 




also aCected. 






gwes nsE to 

olher poriioDD of 
the tunt'. 




Sa«ora<a aod •>&>- 


Ai in the pre- 


Afl in the pre. 


A rare di!>enMi. 




iant rila on both 


cediiig. 


ceding. 


The fibrmoo* 




^ Bide». 






exudation com- 




Sftum/Hlanl ralea 






mences in the 




limited Wceriainpor- 
tioua Of thest Algo 






minute branches 








an<l extends up- 




babWag r&le>. 






wnrdB. A few or 




There mar be tem- 






mnnv tubes mav 










be affected. Col- 




rUes over paru of the 






in pt;e of pulmo- 




cheat from thi- exuda- 






nary lobules ma* 




tion, or more laHting 






ocfur from ob- 




suiipresKioD from col- 










la^. 






Bilateral di-- 
eace. Either 
Bcnle or chronic. 

i 


^ 
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TABLE NO. 10, Continued. 



DISEASE. 


inspection and 
mensuration. 


percussion. 


respiratioh. 


Acute Lobar 

OR Croupous 

Pneumonia. 

Firat Stage, 
(OoDgMtion.) 


Sometimes cos- 
tal movements 
ou affi'Cted side 
diminished on 
account of pain. 


There may be a alight 
dullness. 


W e akened 
somewhat over 
the congested 
lobe. 


Second Stage. 
(Hepntiation.) 


Costal move- 
ments dimin- 
ished on affected 
side (especially 
if the who.'elung 
be inflamed), and 
increastrd on the 
other side. 

There may be 
in some cases a 
slight increase by 
measurement. 


Over the affected lobe 
or lobes increased sense 
of resistance and 
marked dvdlnesSy some- 
times even amounting 
to flaJIness. The inter- 
lobar fissure can be dis- 
tinctly mapped out by 
percussion, if one or 
two lobes of the affected 
lung remain unaffected, 
the latter giving forth 
an exaggerated reso- 
nance. In such cases 
the resonance over the 
healthy lung is i n- 
creased, but not so much 
as over these unaffected 
lobes. 

In some casefl, instead of 
the usual dullness there may 
be tympanitic or cracked- 
metal or amphoric reso- 
nance over part of an upper 
solidified lobe, this quality 
coming from the air in the 
trachea or bronchi, con- 
ducted by the solidification ; 
also sometimes at the base 
of the chest, if affected, be- 
ing conducted upwards from 
the stomach or colon. 


Broncho-vesicu- 
lar followed by 
bixmchial respira- 
tion, as solidifi- 
cation increases. 

Exagg e r a t e d 
on healthy side. 
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IncreHBed riicnl 
rpsouance und [n- 
troivaed broBohiiil 
whisper, tolloweil 
liy Lr'mckoplioni/ and 
iiihiaperiiig bro«- 
chnjihony, as Bolidi- 

OeeHSionnlly pec- 
whispering pecCo- 




Vocal fremi- 
tna (tene nil ly 
iucreasi'd ovsr 
iifl'wteil por- 



ishcd, xnd <iu- 
lonally iib- 



nenerallf a 






I'iiilly on ilic riuht 
BJcIt:. Wlienwisilu- 
nteil, ths plivhiCH) 
sigiiB aru liest heard 
ID lIio itifra-RCHpu- 
lar nrid iijfi'a-axil- 
lory regiuuB. 



Gurnet i m i 

iTitiiBinitted 
pei'uliiir lliHCin 
iieew ihrnii^h 
Koliililicalion, i 



ith 



THE PHYSICAL DIAGNOSIS 
TABLB NO. 10, CmtiHued. 



DISUBB- 


''S^^^Iti^" 


DuUnpsBgrad- 

A little, towBVer, 
often remains for 
alongdme. 


BESPIRATIOII. 


Third Stage. 


GradQBl re- 
turn to the nor- 
mal coud i lion, 
atid after recov- 
ery even contrac- 
tion may occur 
in aome cases. 


The bronchial 
merges tntji the bron- 
rha-waifular ii'epira- 
XmH.whu'hiBfuilowed 
fur »umB time after 


UiU""'"' 




Dullueas con- 
tinues, and be- 

marked. 


Bronchial respira- 
tion, or feeble or sup- 
pressed respiration. 


CiTABRHAl 

Fnbuhonu. 

ILobular or bronoho- 
pneDBonl..) 


Alreadj 


explained in 




Ihtebbtitiai. 
Cbbonic Pbbu- 

FlBSOID Pbtbi- 


Difference in 
the relative cos- 
Ul movements 
on the two aides, 
and after a while 

tlie affected lobe. 


Marked doU- 

nesa. 


Bronchial ot bton- 

cho-vesicular. 



OF DISEASES OF THE LUNGS. 
TABLE NO. 10, Coaiintted. 



kXu». 


BBaOHAKCE. 


..^.™«. 


„„.„. 


Subcrepitant 


Bronchophony 


Increased vo- 














folluwsd by in- 






fine and coarse 


mal. 












L'raiiiwnl rfile ra- 


reiKiuaucfl and 






turoB. 


child Wilis per, 
and this by nor- 
mal vw^al reson- 
ance and wbisjier. 






Fine null coarse 


Weak broD- 


VocnJ tramitus 


M. as very rarely 


bobbling rales 


clioiibutiy or di- 
niiuiNlK-d vocal 


variable. 




esuerally iu 




foruiB and dixrharges, 




resonance. 




it may give rise to the 
















Capillary 






r.imitei) to lobulAi 
scattered throniFh 

pati'hes vnrving i a 
sixe from a hemp Med 
to an egg, or larger. 


Fine and fiiarse 


Increased vo- 




Called also Clrrho- 




cal resonance 






^H> i>ibi]i>iic and 


and in<^reaHBd 




leada to contraction 


■ODOtoiu riles. 


broncbial wllis- 




of the Inng and dila- 
tation of the bronchi. 




Bronchophony 




and U always accom- 








panied by bronchitis. 








masons, grindars. etc. 
TbU discHse is " the 

almost all pulmonary 

phthisid." 
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TABLE NO. 10, Continued, 



DISEASE. 


inspection and 
mensuration. 


percussion. 


respiratioh. 


Acute 

MiLIART 

Tuberculo- 
sis. 




When one lung 
is affected a little 
more than the 
other, there may 
be a slight excess 
of dullness in the 
former. But oft- 
ener there is no 
notable dullness on 
either side, the 
granulations, even 
when very numer- 
ous, remaining iso- 
lated. 




Phthisis. 

First Stage. 
(Incipient.) 




Some dullness, es- 
pecially if the de- 
posit be at all 
superficial, at the 
summit of the chest 
on one side (more 
often the left), in 
front or behind. 

There may be 
vesiculo-tympanitic 
resonance at the 
apex from second- 
ary lobular emphy- 
sema. 

Remember the 
possible very slight 
dullness in health 
on the right side. 
It is in connection 
with the diagnosis 
of incipient 
phthisis that this 
fact becomes of the 
most importance. 

Any dullness, 
however slight, at 
the left apex is al- 
ways abnormal. 


Respi ration 
weakened or bron- 
cluh-vesicular^ occa- 
sionally jerking. 

[There may be 
abnormal trans- 
mission of the 
heart sounds 
(available in the 
infra-clavicular re- 
gion), denoting a 
drposit on the right 
side, if the first 
sound be heard 
better here than on 
the left; and on 
the left side, if the 
second sound be 
heard better here 
than on the right.] 



OF DISEASES OF THE LUNGS. 
TABLE NO. 10, Canlinutd. 



^.... 


nBL^AH''cE. 


„„„,... 


«K«.KK.. 


Snhcrepitftnt, fine and 
coarBB buliblin^;, and 
mbilant mid soaoroua 
r&lesin <liaerent pllices 
all over both sides. 






The (rouble 
is apt to be 
fonod about 
equ«lly d i f- 
fu^e^l in both 
luugs. T h i a 

ble to be con- 
foutided with 
typhoid fever. 


There may fc one or 
more of the toUowing 
Undsot rtlee:- 

I. Subcr<piia«l, indi- 
cting a i4r<'iim»cr;bed 
capaTwy htoncbitiB 
abont [be de)>wit. 

9. CrepilaBt, hew oft 
en C»lled eradcUng. in 
dicstiDb'acircuuis<:ribed 
FDemnoNia. 

3. Rubbing fndion 
wtuid*, here often called 
entmpling. inditariua a 
dreamscribed dry pleu- 

4.' Sibllanl rUes, iadi- 
cating a spasm of the 
tubes, or circumscribed 

All these rales deriTe 
thair Bignificance from 
beiog bvard at the aptx 
(oftener the left). 


Incrnsed broa- 
cliial whisper. 

cal resonance. 

Remember (he 
parity. 


Increased vo- 
cal fremitus. 
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THE PHYSICAL DIAGNOSIS ^^^| 
TABLK NO. 10, Cmtinutd. ^^H 


.»^ 


TA?.ii".or 


„,o™,c. 


..„„„... ^B 


Second Stage. 


Some flattening 
and detlciem ex- 
piiiision of the up- 
per part of chest 

Mnrked ditniuul 
tiuiim»i^ofi'hest 


Dallnes>, more or 
leM, at upper part 
of chest on afiect- 
ed Hide. 

Or tympanitic 

dncted from hroii- 
rhi, as there are no 
cavitiia jut). 
There may bo 

iBting lobular ein- 
physema. 


BrBMlualirbron- '■ 
cho-ee»i-:\ilar at 1 

jerking. (Abnot- ,^^^H 
heart souudB.) . ^^^^^H 


^^^^^TUrd.Sl^^. 


ExtraoTdinar; 

rhivivles from the 
fttllin;; in of upjier 
p>irt^ of lunf^i mid 
dehdont cxjibd- 

Still greater dim- 

UUD. 


Tympapitie re«)- 

■MimscribedVpM^B^ 
OccaaicnaUy 

amphoric reso- 

DuUnesB over 
the same space, it 
the cavity ia full of 
morbid products, 
as, e. g.. in the 
morning before 
copions expBctoia- 
tion. 


ration, especially a£-' ^^^^H 
lei' an abundant ex,^ ^^^M 
pecmmtion. IftlMI^^^^H 
cavitiea are qnlM'^^^H 
«mall. the cavem^^^H 
ons respiratloii ukT^^^^^H 
be drowned oot '^'[^^^^H 
the nei,;hb(»inff^^H 
hronchial reaplnt^^^^H 
or comblned^^^^H 
formioR *:^^H 

of bronclUK^^H 
rivernous rBS|dra.:^^^^H 

Rarely am- ^^H 
phorie respiration. ^^^^1 


L 

^ Bbonchi. 


There mny be 
some (I'prpssion of 
the chfr-t over the 
places affecied. 


Generally dull- 
ness from the I'on- 
densi'd and iw- 
iracted pnrcnL'hv- 
ma. and »1.^ from 

panitic or amphur- 

mbes are free tium 
morbid products. 


Bronchial, if th« '^^^H 
tabes ai« cylindrio-^^^^H 

Cavemona or^^^H 

amphoric, if aacctn-'^^^H 

and Urga^^H 


■ i 
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^^^^^- TABLE NO. 10, Cmuinu»d. 


■ 


.■kZ'a^^^k. 


,..■....«.. 


„™..K.. 


^M Fi>«androiiTstbHh. 


Incr^aaed 


Increased vocal 


The ari-ompilny- 
iiitC Hii;ns nre ob- 


^M bimg r^fa, from auCt- 


vuunl reso- 


frcroitOB, 


^^H eued deposit or frutn 


Di.iK.-u and 




Kerveil u„ the side 




wliinper, or 




iimt HfTet'tfid, geo- 








enilly at the npex. 




anil u-hitper- 




]ty Ma time. 


^■[ ter in tbe moniinj; 


i»g fii-on- 






^^V before much exwcto- 
^H ralioD. Also iiJxVuiK 


chophouy. 




Dntiiii; a J('M ad- 


OccanioD- 






^H ohfi lonoi'Dog rofo. 


ftllj- iiron- 




the ilierafe nay i« 


^H /)-.*d;on «>uii</9, at,d 


cliDpli unit: 




hi'ard at the apex 


^^1 CTe/'i*ff)n( ancf iiilHTe^l- 


poctoriloquy. 




of the oih<rr Bide. 


^H (afit r<i&< nay &e heard. 








H GuTRling. 






These cavemons 


B Vc^rv rnrely meUl- 
H^ lie tinkliug. 




fremitus when the 


Bicns (to bt sought 


pectoriloquy 


cavity ia larKe, 


for .specially in the 




kud Ua- 


siiperiicial.aiiiiliaa 


up|ier p«rt of the 




perinit pec- 




lung) often have 




loriHuy. _ 


with the liron.'hi. 


ill their vidnitjr 






SometiiuES Rur- 


rnnnv of the sigua 




voire wheo 


gliug freiniiiia. 
Wl>CD the diiM'OHe 


of Bolidiflcatioct «1- 




Uiere U aro- 






Vhoric w»- 








piratiaa. 


in one luog, the 
shrialiiDg o7 IhiH 














drags the heart out 








of place. Piilsa- 








lion detected by 












^F Bubbling raies from 




Inoreasad vocftl 


Usiiallv aftecti 


^H mncua in ililiirnd 


vo.-al reso- 


fremitus. 


many bronchi, and 




nance UDd 




oct-ura in both 


^V (furiiliiig, if there is 


broDchoph ■ 




liiugH. Mo« cum- 


H coD<iderable dilaM- 


ony. 




nion in the lower 








l„l«'8 atid the mid- 








dle lobe ot the right 




oqoy. 




lung. Follows 
bronchitis, collapae 
of puliTioQiiry lob- 
ules, pUiiriny, and 

cinllv iti'terstitial 

dilatation may be 
ofthn-evarietiea.— 
cylitidrii-al, f n ■ i- 








form. or aacctdar. 



F" 


Tff£: PHYSICAL DJAGNOSIS ^^^^^^H 


1 


10, Cmaimud. ^^^^^^^| 










^H 


HEKflUHA-riOK. 


PEBCUSSIOM. 


RBSPIIIAnoB. ^^^^H 


^L 




ViillDesw, oftpn 


or ^^H 




motiun FlHttenint.' 


extendi Die bcv(>nd 


fei'tile OF anp- ^^^H 




and contrnc'ioD of 


the median "line. 


prifBsvd. (Sup- ^^^^1 




thn affecUid side (if 


with increased re- 






inliltmti'd). 




ure of canceroDS , ^^^^H 




Or the ffTowth may 


extendiii- over a 


depa.-it oaa luKB ^^^^^| 




Iju bo BTtHt (pcrhnpa 


part or the whole 


^^H 




four or live pounds) 


of a luuK, if iufll- 


only one ^^^H 




Bsto>'ii1iir):et1ieBide. 


trated, but Bcai- 


lun^ is affected, ' ^^^H 




Kffai'einant of \a- 


lercd, if there are 


^xai^ceraLed res- ^^^H 




terc-oaLnl di-'preHsiotis, 


nodules 1 n r B e 


over ^^H 






enouKh lo produce 


the healthy lung. ^^^H 


, LUNO. 




dullness. 


1 




There may be a 


There may be 


Over the tnmor ^^^| 




bnlgiDK or even per- 


dullneas or flat- 






forntiun of the ribs 


ness over the tu- 


pressed from ^^^1 




and stern HID, with 


rn o r (and over 


prpBsnre, and ^^^H 




dimixiKhed renpica- 


pie a ri tic effiiBion 


bronchial over ^^H 




Enlargement of 








if they coexist). 


if there be any. < ^^^^^| 




chent nut as nniforin 


The dullness over 






BH when enlarged by 








liquid. Distention of 


mediaBtlnal tumor 




ISTnA- 




always extends wn- 
moTd, and to the 


^^1 


TUMORB. 


one or bolh upper 


right or left; in 






extremities with 


c;airy"tTthe ri^C 




(ft|)««ll, w,eu- 


(cdema;oro[thoBeot 




Itam.) 


one or both sides of 


There must not be 








too forcible pare us- 






if there is no tricus- 


sionoveraneuriun. 






pid re^iirgitHlioQ or 














heart). 








Local pulsation. 








synchronous with 








heart's svHlole, Boma- 








timos visible in anen- 




■ 


^^ 
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:: NO. 10, Conlinutd. 


■ 




Bubbling rftli«. 


Increaned 


Vocal frBTQilna at 


A rare disease. ^^H 






vocal reso- 


first incrcaaed, thea 


Usually eiicephv ^^^H 




place, or if thwo 
h aecondarj 


rnnte and 


dimiuiHhed. 


loid Hiul ufsociatcd ^^^^H 




broiichoph - 








broncbiCis. 


ony. 




There are two ^^^H 
varieties:— ^^^M 
I. Sennif/iri/ soda- ^^^^^M 
/or deposit, ofteneraf- ^^^^^M 
fectiaj; both Inugs, the ^^^^1 
nodnlCB varying ^^^^^| 

orange. If few. small , ^^^H 


















and i^cuMered. the; ^^^^^M 




















any physical si^ns. *^^H 










a. iViwiir.y <!ijUtra- ^^^H 










tirm into the nir-cellt, ^^^H 










n>ually affecting one ^^^^^| 










lung. Plearitic effn- ^^^H 










ofteu ^^H 




(>• 






Softening and cxca- ^^^H 










may take ^^^H 










^^m 


Thern may be 


Vocal res- 


Vocal tremilus dl- 


tnmo™ a™ ' ^H 




bubbling; r a 1 s 




minipthed or snp- 


in the irrent mAJoritv ^^^^H 




from 9ecoii[tfiiv 


riai>te. 


pTBaBert over tumor. 
Increaged over cotn- 


of caae», a„e»ri,mi; ^^M 




broncbitUpoV 


Bionchoph- 






if the tumor U 


ony over 


pres'cd Inne and pri- 
mary bronchi. 


csncerons, flhrous. or ^^^H 




c o mpresiied 


fHtty tnmon. vhich ^^^H 






liinR tiwne. 


Heart pulsations 


(■cnemllr Htnrt from ^^^^^| 




There is often, 


if there be 


may often be felt out 


the mediastinum. ^^^1 




but not nlways, 


any. 


ot place ID conse- 


They often exert ^^^H 




bpsrdoretnnnn- 




quence of the presa- 
nre. The arteries on 


GTeat pre««Dre (to ^^^^H 




euriBm a ,<i>Uic 




their injarv. of ^^H 

course) on tj>e-hear^ ^^1 




nmrmnr, soft or 




one side may be coiD- 




harsh or ruarine. 






IrniRS, nervoa, or ve»- ■ 




unci of variable 




the other. Over an- 


sels, with character- 1 




iuteiiBJiy. Hare- 










Iv there may be 




the heart's systola. 


mora mnv be on one , J 




beard also Hiliafl. 




or loth Kfdcs of chest. ^^J 










Pleuri lie eff asion may ^^^^H 




caused by the 
l>as!iace of blood 




even than over thi! 


result, also collapM ^^^H 
of pnlfflonnry lobules ^^^H 


■ 






1 


out of the sac 




double, either throh- 
MnK or undulntine. 
Often aparrini Ihrilt 
ii felt, jrenBrailj cir- 


or (Edema. Ansa- ^^^H 
risms arise most com- ^^^H 
monlv from the as- ^^^H 
cendrne portion Ot ^^^H 
the arch of the aorta. ^^^H 








cumwribed, h o t 








sometimes diffiiwd 




■ 






over a la^c portion 




1 






o£ the chest. 


^H 


^ l! ^^^^^^^^1 
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THE FRTSTCAT. HIAGNOSlS ^^^^^H 




^^^^^^^1 


DISBABS. 




,„„.,... ^H 




When haard over the npex, ihe 


The space on the aurfaee ^^^^| 
of the client beneath which ^^H 




two healthy heart BoaniJa may he 




with dota markinc the paiihes, 


the heart lies is called the ^^H 




liracardia. or prMOrdial ^^^^H 




thiiH: _ The flral or sjB- 


region. That part of ttw ^^H 




tulio id ncpentBd, lonjr, booming 


prsscordia which is tincor- ^^^H 




a[><l of low pitch, and the serond or 


ert'dofluDgiscalledtheiu- ^^^H 




dia-tolie aound is short and vnlvn- 


pftjidal cardiac ipaxe, enA ^^^^^H 




lar. At the base of the heart llie 


ihe rest, where lung tissuB ^^^^H 


Thb 


iwo mnndsmay more nearly he rep- 


Interrenes between the ^^^^H 


Hbalthv 


reaenteci hy ao iamhud , 


heart and chest walls, ia ^^^H 


UtAKt. 


the wcond aouud beina here ac- 


ealled the drep cor/iiar ^^^H 




■■entBd HB(i aa long lis, if not longer 


tpifce. The boundaries of ^^^H 




than, tho Hret aonnd. and morein- 


each of these spaces mast ^^^H 




icn.-B. ThiBisbecanBe the booming 


be csrefnUy memorised. ^^^M 




quality, caused by the " clement ot 


They are well shown on ^^^^M 




impulsion" or "mnscular ele- 


Plate L '^^H 






The dnllnesa over the ^^^H 




a£ the valvular element «( the fir« 


deep canliac space, though ^^^^1 
distinct, is of course'mnch ^^^^1 










less than that over the sn- ^^^H 






perficial cardiac space. ^^H 




A chanvcleristic friction wrand, 


^^1 




ofrpTi iHstin); a few hoiirH only, bnl 






mmetimcB for a faw daye, pro- 






duriHl by the mbbint; to^elher of 






the inflamni and roa^heneil peri- 






rnrdial aurfacea in the nyetolic and 












It is either single or double, strictly 












the heart sounds, always snper- 




PiRIOAKDI- 


ficial. and usually restricted to the 
prtocordial spnee, — soma limes 
even to a part of it only. Heard 


^1 


Fir^ Stage. 


with the grealest intensity on the 
lefi edee of the sternum on a level 


^^1 


'^'flbrtiT"' 


with the fonrth rib. Quality graz- 






ing, ernrnpling, crtakinK, or rasp- 
ing:, and either feeble or loud. In- 
teuflity increased by Iwudiiig the 
h.idy forward so that the heart is 


^H 








brought nearer the chest walls. 






Alao increawd by firm preBSurB 
wiih theatothoacope; alnohyafull 
















being forced nearer together by the 






expanded lung, A einirle sound 






may be made donble in this way. 


^^1 


1 J 



OF DISEASES OF THE HEART. 
TABLE NO. II. 



qusntly, bi 



The healthy apex b«Bt in the eit- 
tiug or sULDding iiosRire U (etc iu 
iitejifth iotercostHl Bpace, but ofteu 
iu the fourth wheu lying on the 
budk. It ix felt over an area an 
iiich in dinineter, irom hiUf an inch 
tu two inctiea lo the right of the 
Ijnea mammalia {a. vi?rticul I i u e 
drawn Throngh the left Dipple), and 
atiout three inthe^ion an avemj^c, 
lothelefiof themediHoline. When 
lying on the ci{:ht siile, the centre 
of tno area is about half an inch 



ir the St 



IWng 



the left side it is felt on the li 
mammaltt. In some persons the 
Hpex beat cannot be felt at all, expe- 
cmlly when lyiug on the richt side- 
It is felt brtler when on the back, 
fltill better when sittio);. and best 
of all when on the left side- 



in of heart and fric- 



Por purposes of 

siL-ns' of' the 
healthy heaTi are 
placed here, 

A thorongh 
knowledge of the 
healthy heart is an 
hIiso Intel}' indispen- 
sable pren'quiaiceto 
an u II ders landing of 
the diseased organ. 



Endocarditis with 



Hhpnmatic pericar- 

rheumatic fever, 
compauied by undo- 
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H TABLE NO. 11. CoatinMd. ^^^H 




„.0.„„„.. 


.»„c..o. ^m 




Friction Houndl generally (bat 


With targe effusion, tbearia of '^^H 




not iiiTari.ilily) disiippBar when 
tlie effu>iiun fiecomes considera- 


prwrordial dullDoes a gi-eatly Iok^^^H 




creased venicnllr and liiti!niU]>,^^^^H 
and iu the upright ponture iC b^'^^^^^l 




ble ; often i-emRiiiiiig, however, 




Bt the bane of tho heurt nei.r the 


comes pyrHtiiiaul in sliupe, corrw^^^^H 
apunding to the form of ,the diit^^^^^^H 








ing diBtinc^tly heard all over che 


tended aac, whuce biiae ia npar tbS^^^^^H 


Pbrigab- 


pffficordia, ill apiie of the effu- 


sixth iutei'coBtal space, and <>pe)l;^<^^^^^H 




Hi<iu, by bending (lie body for- 


near the stemal notch, iind whidk^^^^^H 






may extend laterally Hlmost froM^^^^H 




the lirst, oaw feeble aud dlalanl. 


one nipple (« the other. ^^^^H 


&^e. 




lu chronic perienrdi tie with veiT'^^^^H 




large efiusluDanadil.ilAtioa of tte^^^^l 






sac. the dulluesa or flaniesa omj ^^^^M 




tauoed by tlie diMtpntioo of the 


extend neatly to the a-ciilnry and>^^^^| 
infra-axillary regions on cachBida.-^^H 








piiRhing the lunga to the right 


The dullneiH From the liquid e»^^^^^H 
tends below ibo |>omt of the apex^^^^^| 




iiDd left. 




IJurini; ahflor|ition tho friction 


beat. The anterior portion of thS'^^^^H 




soumtit matipeuruud may last a 


sac is moHtly uni'0>'ereil of lung.^^^^H 




week or mure ; iind the heart 


and in conla<-twi<h the I'lieatwallU'.^^^^l 




souuda become more distinct. 


When the patient lies down, th«.^^^^l 
lateral diameterof dullneas is in-^^^H 
creased at the expense o( the vep- ^^^^1 

If theeffdaion ia small. thereli.^^H 
merely an increase in the Intenl.^^H 
diameter of dullness at the lowef t^^^^H 
portion of the precordial region^^^^H 
m the upright pasture. ^^^^H 
Gradual diminution of the area ^^H 
of dullness as convalewonce B|>'^^^^H 




A ayntolic murmur, generally 


^^^M 




soft HndfvBble.Uiie to thickening 






or roughening of the inflamed en- 






dociirdium, heard Boraetimca at 






tlie aortic oriHce, but usuallv nt 






the a}iex. The swollen mitral 
















Bimo. 


ally the mnrmut is mitral non-re- 




TIB. 


ijHTriitant, canned by intin-ventric- 

AuKcnlUKloD ot Iho h«rt nhouLiI b. 
pnetlned Bt (ho brglnaiiig at every sua 

there in no old vbIvuIbt Lesion whleh 
miBht be mislaksn lor t nrtal taio- 

caHliic rijpertmphj, «nd ibo tnunour 
uh; bD loud ard ntugb. 


■ 


m J 
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Arching forward of 
the pnecordial regiun 
(mostlf in joung peo- 



tal >pac«. Tbe effneioa, 
if larjre. nslruins the 
reBpimmcv movement 
on Llic left aide. 



At Erst the area of 
the risible impulEe of 
the heart U iacreaged, 
but later it is apt to be 

Irregular beating. 



The point of tbe apex 
beat raised and carried 
to the left of ila nonnal 

fremitus disappears. 

Apex beat Jeehie, or 
imperceptible, if effn- 
sioo a large. 



At lirst violent and 
excited action, after- 
ward weakened. 



Hgdropericardiuni h a 
phjHical signa which d 
not materiallj; differ froi 
Ihoee of per lea rdi LIB, e: 
cept that th 
tion Boond. 






n the great ni»- 



OccQts ii 
joritj of ii 
ondary affeelion in ths 
eanree of acate anicalar 
rheuroatiBm. It is more 
common than pericarditia, 
with which it is often saw- 
cialed, being far oftener 
obranrd without pcricar- 
ditis than the latter iawiib- 

It may oecnr iu the ca- 
sential and exanthematoui 
fevers, in pyemia, Bright'! 
diaease, dip&theria, etc 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued, 



DISEASE. 



Htpektropht 

OF THE 

Left Heart. 



Htpertropht 

OF THE 

Bight Heart. 



AUSCULTATION. 



First sound load, dull, and 
prolonged. Aortic second 
sound exaggerated, if there 
are no valvular lesions. Ab- 
sence or great diminution of 
vocal resonance over a larger 
area than normal, showmg 
an enlarged supefficial car- 
diac space. This sign is es-, 
pecialh^ available in females 
with large breasts, where 
percussion is difficult. 



percussion. 



First sound load, dull, and 
prolonged (except in some 
cases of extensive emphy- 
sema, where the edges of the 
lungs by overlapping the 
heart partially muffle the 
sound), heard with greatest 
intensity near the ensiform 
cartilage. 

Exaggeration of the pal- 
monarpr second sound, espe- 
cially if there is obstruction 
to the pulmonary circula- 
tion. Auscultation of the 
voice available as in the 
preceding. 



Extension of percussion 
dullness to the left, and doum- 
wards in the direction of the 
apex, especially the latter. 
Superficial cardiac space in- 
creased ^the lung being pushed 
to the left), and greater degree 
of dullness over it than in 
health. This increase must 
not be confounded with that 

1)roduced hj retraction of the 
ong from its own diseases. 



Some extension of dullness 
to the right of the normal 
dullness, but not in propor- 
tion to the amount of the en- 
largement of the heart, the 
increased area of dullness 
being mostly to the left. 

There is often dullness over 
the second and third right 
cartilages near the stemnm, 
owing to the enlarged right 
auricle. 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued, 



DISEASE. 



Dilatation of 
THs Hbabt. 



AUSCULTATION. 



First sound short, feeble, 
and yalvular, lacking par- 
tially or entirely the clement 
of impnlsion or muscular 
element, thus resembling 
the second sound. Second 
sound often inaudible at the 
apex. Irregular pauses, or 
intermissions of the beat, 
especially on exertion. If 
a murmur has previously 
existed, its rhythm may 
become lost, and it may 
become impossible to say 
whether it is synchronous 
with the first or second 
sound. This is called asys- 
tolism. 

Respiratory murmur di- 
minished in intensity over 
the upper part of the left 
lung. 



PEBCU88ION. 



Area of dullness is in- 
creased in every direction, 
especially laterally , the trans- 
verse diameter greatly ex- 
ceeding the vertical. The 
shape of the dullness is oval 
or square instead of the nor- 
mal triangular dullness. 

An upward and lateral in- 
crease of dullness at the base 
of the enlarged heart indi- 
cates dilated auricles. 



OP DISEASES OP THE HEART. 
TABLE NO. II, CoBtiimed. 



The Biea of visible 
impulse is inrreasedi but 
it ia inaiHiiDcC. 

In peraons with thin 
chesC walls an nodalai- 
ing motion over the 
pnBcordia ma; be risi' 



Feeble ::iuiliac im- 

pnlse. jVo Aiwuinjr move- 
ment, but weak uiu/u- 

vihiAe piiE<M>n]iu. 

A queer seiisatiou of 
rolling over, a kinil of 
diffused [amble against 
the chBHt walla followed 
by a pause. 






n hypertrophy. 






hypertrophy and clilatalion 
are combined in varied pro- 
portioiiEi, BO that we have 
erdarseiiient wilh predum- 
iuatiug hypertitiphy oi en- 
largement with predomi- 
liUtation. Hjjwr- 
pre<»dea dilatHtioa 
■e cxveptiaas ; if the 
enlartcemcnt tie veri/ great, 
dilatation predomiiiatea. 

From the accompnnjing 
physical signs under hj-per- 
trophy and dilatation, it can 
generally be determined 
which predo minates. to 
what extent, and which nide 
[if cither) IB more particu- 
larly affected. 



ifc 



irly anecteo. 
Hypertruphy is n 
eciolly the chnrai 



chnracteriitic 
of the' left ventricle, and 
dilatation ot iha riEht v«n- 
trielB. although either may 
affect both. 
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TABLE NO. 11, ContmuBd, 





AUSCVLTATION. 


DIBKA8B. 












Rhythm of 


Bfaximnm Inten- 


Murmur 


Other things to 




Murmur. 


sity of Murmur. 


also heard. 


be noticed. 




Systolic. 

• 


Second right 


Over the ca- 


Murmur gen- 






intercostal 


rotidSy more or 


erally soft, but 






space, near the 


li'ss over the 


may be rough 






sternum. 


body of the 


or musical, and 


VALVULAR 






heart, some- 


it always more 


LESIONS. 




Exceptionally 


times in the 


or less ob- 


1. Left Heart, 




second left inter- 
costal space near 
the sternum. 


interscapnl a r 
space near the 
spinous ridge 
of the scapula, 
feebly or not 
at aU at the 


scures the first 
80und of the 
heart. 

Aortic second 
sound weak- 








ened and in- 








apex. 
Transmitted 


distinct in pro- 
portion to the 








better upwards 
than down- 


amount of ob- 
struction. 








wards. 


Aortic re- 
gurgitation is 


Aortic Obp 








often asso- 


STBUOTION. 








ciated, when 
there is a dis- 


(Stenoeia.) 








tinct double 
murmur heard 


12} 








over a largo 
space. 


Namben in 










ftTBckets Tepre- 










•ent order of 










freqaency ao- 










eording (« 










WalBlM. 




■ 







^V OF DISEASES OF THE HEART. 8T 1 


^M TABLE NO. 11. Co»li«u^. 1 


^K FERCl'SelON. 


„„.„... 


r^..,o«. 


„„.„. 


^^1 Bypertraphg of 
^H the left veutricle 


See Left 


See Left 


Aortic obstruction is a 


Heart Hyper- 


Heart Hjpec- 


very common fonn of 


^B is induced after 


trophy ITd 


trophr and 


henrt digcasfy. Besides 






Dilalition. 


the very fr(M)iietit ssgocia- 


^B htw exiated for a 






tiun of aoriic Ti>f;ui^ita- 


^^ while, and thece- 






tioD, it may juiiucs after 


^m fore is f.>und in 






awhilemitralinBuffiFiency. 


^H the m^ijurit; of 
^B . cases which come 






wiih in middle or ad- 


^B 1 uBder observa- 






vauced life. 


^m 








^M Finsllj dflala- 






ted fromaninorBBnicaortio 


^H tuM loay en^ue. 






n.urraur which is not ni^ 


^V See percuasioa 






common in BBamia. This 


^B slgtia UDiler Left 
^K iTeart Myp^- 
B trophy and OUa- 






an.l the other inorganic 






murmur— the pulmonic 






- are alwavB svtolic. 


■, . Udoa. 














nrea of the inorganic aortic 
















Uniformly soft and faa- 








ble, not conBlunt, not pro- 








diictive of cardiac enlarge- 








ment, accompanied by a 








tontinuoiiB hum in jugular 








veins (with sometimes a 








musical inloimtion), called 








" bruit dt diotit," which is 








euapended by presimre 








orerihc veins with the fin- 








ger, and by symptoms of 








anemia (whirii u more 








































panied by aortic regui;gi- 








Somctimes thiTcmaybe 








inoignni<' but produced b» 
mi're Touqknfss not sufH- 








cieut to cause obstruclion. 








and conBccjuently not fol- 








lowed by cardiac eularge- 


L. .^ 
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THE PHYSICAL DIAGNOSIS 

V 

TABLE NO. 11, Continued. 





AUSCULTATION. 


DISEASE. 


Rhythm of 
Murmur. 


Maximum Inten- 
sity of Murmur. 


Murmur 
also heard. 


Other things 
to be noticed. 


Aortic 

Rbooroita- 

tion. 

(Insufficiency.) 
[3] 


Diastolic. 


Second right 
intercostal 
space (or 
fourth left cos- 
tal cartilage), 
near the ster- 
num. 


Diffused 
over a large 
area, extend- 
ing in the di- 
rection of the 
apex or ensi- 
form cartilage, 
and heard at 
the sides of 
the chest and 
along the spine. 

Transmitted 
better down- 
wards than up- 
wards. 


Murmur gen- 
erally soft, but 
may l)e rough 
or musical. It 
replaces or im- 
mediately fol- 
lows the aortic 
second sound, 
which is weak- 
ened or sup- 
pressed. 

Aortic ob- 
struction often 
coexists, when 
there is a dis- 
tinct double 
murmur heard 
over a large 
space. 


Mitral 
Obstruc- 
tion. 

(Stenosis.) 
[4-1 


Presystolic. 


At or near 
the apex. 


Over the su- 
perficial car- 
diac space 
only. 


Murmur gen- 
erally rough, 
loug, and loud, 
s o metimes 
called "blub- 
bering ; ** b e- 
ginning after 
the second 
sound and end- 
i n g abruptly 
with the first 
sound. 

Weakened 
aortic second 
sound, and in- 
tensified p n 1- 
monic second 
sound, the lat- 
ter owing to 
obstruction of 
the pulmonary 
circulation. 
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TABLE NO. 11. C«ui«»d. ^^^ 


naccanos. 


x..™™.. 


,^.rr^. 


— ■ 


Great h/nxTtrophy 


See Left 


Se« Left 


^Aortic repnrBitation i« ^H 


and aitcrwanlfi diiiaa- 


Heart Ht- 


Heart Hv- 




tioB of tl.e left ven- 


penrojihy 


pertrophy 
and DOala- 


SrflicK..^'"SZ S ^H 


tricle are indnc'eJ. 


and IKlala- 






c'i^l'l'y 1 Te 


In ».-b i-AK» there may ^H 


part uf the diiwiut, ciidlj the 


coexist two, three, or evea ^^H 


the penHlwiuu «£!» latter. 
of tbe former, and 


bitter. 




Btrong. j of the left .ide of the 


later lho«> of both 




jeriLine, ar- , heart. 


coinbiued, will be 




lerial pulga- . Ther« is generally nei- 


fouud -. fiii-llj-. if the 






patiem. lives Iobk 




euperficial 




enonnh. ouJj tliu«e of 




arteries all 


miiral resurgitatiot) coex- ^^^| 


dikwlioa. 




oyer the 

body. 


■ 








1 


Dilatation, and oft- 


Bte HiEht 


See Eight 


Mitral Khunietion is 


tbe leh auKrle in tirM , p<-rtTDph> 


rniinpBTaiivelv a rare dit- 


pertrophv 


eatw. and, wlii-n met with. 


nelit Teotride lo over- 


aiid Dilao- 


and Dilala- i ia ofWnpr fnotid in ran- 


tion. eipe- 


tion. eaix- , nertion with mitral lepnr 


daUy the 


cially the intation than alone. Srill 


obEtmctioti : atxt, dil- 


latt^. 


Utrer. it ma* exitt without re- 




nistinci Fn(rimti.m II i« pmnW* 


auuioD of the riRlit 






Tentricie; next, dila- 




oyer the 1 »iih„ni a murmur. i( >he 


tation of tbe right an- 




apex, pre- curtain* arc not a'1her*nt 


ride. 




t>vs<olic in ' at their shliii: and on the 


Finallj. DM often, 




IJme. 


other hand, Flini mys that 


hot exceptional Iv, hr- 






tbi-re may li*. rHn'lv. a 


peitrophy or dilata- 






mitral dirk-tmnrmnr «'((h- 


tion of tbe left ven. 






ool ohiwnictj. in w hen theiw 


tricle. 






it bI»o five aiirtie roguriil- 








l»ii™u 


cordioglj. 






too lonall t.i admii the end 
ottheliltloHncet.whepea, 














in health three tliiern cen 








be i««ed vhn.nBh it 

I'hi're rannin )<e miu h 














miinil iilwtruith-u m if- 








EtirKitailoii ■» l»nu R* ih* 








aortir and pnllnoiile iweoml 

mU r«latlv* Inrnwttf. l^^^^H 


■ 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued, 





AUSCULTATION. 




DISEASE. 












Rhythm of 


BIszimum In- 
tensity of 
Murmur. 


Murmur 


Other things 


\ 


Murmur. 


also heard. 


to be notio^ 




Systolic. 


At or near 


Over the 


Murmur general- 






the apex. 


s u p e rficial 
cardiac 
space ; and 
unless too 
feeble, in the 
left axilla 
and behind, 
near the 
lower angle 
of the left 
scapula. 


ly soft, but some- 
times rough or mu- 
sical. 

Aortic second 
sound weakened, 
but pulmonic sec- 
ond sound (heard 
in the second left 
intercostal space) 
often intensified. 

Where mitral ste- 
nosis and regurgi- 
tation coexist, there 
will be one continu- 
ous murmur, made 
up of two elements, 
presystolic and sys- 


MiTBAL 








tolic; the first of 


Reouboita- 








which will not be 


TION. 








conveyed to the left 
and back. Besides, 


(iDsuffloiency.) 








they almost always 
differ in pitch and 










11] 








quality. 
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TABLE NO. 11. Contmwd. 


™.to». 


„„.™o.. 


„„„„.. 


..„.«K.. 


The same 


Area of vis- 


Impulse forci- 




changBs lake 


ible impulse in- 


ble or diffused 


all valvnhir diBcatea, _^H 


placu a» in the 


creased. 


according to I lie 


expeciiiUy among the ^^H 


precedLng : anil 
UidM, there is 




proportion of hy- 


^uuut-. It often ez- ^^^H 






latH alone, but may '^^^H 






atation. 


have mitral obstruo- *^ 


less hvpertrophv 




Apex beat far- 


tionassoiiatedwithit. 


or dihiMition^-f 




ther to the left 


It is almost invaria- 


the left venlride. 




than uormal. 


bly actmiled by a 


PercuBSion 




If hypertrophr 


mirmur, but a mitral 






predomiuates, ic 




in every direction. 




will be lower 








than if dilatation 


dnced by Bimple 






predominHtes. 








Pulse variable 


renuB depoe^it, etc., 






in ro/n.nf, and in 








the later alagea 


of the valve. The 


I 




also irregular in 
time. 


BJens whi h especially 
distinenisb the rrgw- 
gitmil fmin rlic iion-re- 

theMtrong pulmonary 
BecQtid sound, the 
we«k aorlie aeeord 
Bound r'xif^iing even 
with hypertrophy of 
the left veoiride. the 
dilTu^i™ of the mur- 
n,ur to the left side 
Bud to the back, and, 
after the disrate has 
made some progress, 
the svmptoms of pul- 
monary congestion. 
Dyipn'ba and 

obetructioQ and re- 
gurpitBtioB. 

tation \a often fonnd 
as a secondary affec- 
tion in connectioii 
with mitral disease. 


L M 
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THE PHYSICAL DIAGNOSIS . ^^^^^^H 




TABLE Continued. ^^^^^^M 


■ 


^il'^V' 


tenrflj of ' 


"-E.- 


'i»"i!^i^."' ^^H 




Systolic. 


Second or 


Propansled 


Second pulmonic ,^^H 






third left in- 


a'^^ort'dU^ 


<»nnd imi>aired in ^^H 
iutinsity. ^^^H 






ssH 




Murmur mper- ^^H 






wards tlie 


Hcial and mav be ^^H 








leftclaficle, 
bat not over 
the aorta or 
carotids. 


quite inUnse. Mnit ^^^| 
be diagnosticated ^^H 
from the inorgajiie ^^H 
pulmimic miinnur, ^^^H 
whicli it! tar more ^^M 














that exce|>- 


renimon thou ihe 1 


^V n. iniiht 






ttonally an 


organic, cither 1 


^m JItart. 






aortic ob- 
structive 


alone ot with the 1 
other inorganic J 


^1 Fdlhontc 






ma.vi« heard 
with gwal- 




H Obbtrug- 






Inorganic mnr- ^^^^H 










murs are always ^^^H 








attheseuind 


systolic, and almMl ^^^H 


^B leUDMiS-) 






or third left 
i n t eri-ostal 


ingaltheaorticand ^^^| 


H 






apace. The 

the aortic 

J^ditaother 
characters 
«dll gener- 
ally EUl&ce 
for a diag- 
DOflie. 


palniODtc oriRces. ^^^H 
The inorganic ^^M 
murmur k aoft and ^^M 
feeble, with normal ~^^H 
heart wunda and ^^^H 
Docnlnrgement, not ^^^H 

Huemic persons, es- J^^^H 
pei'ially young (e- ^^H 
males, and is ac- ^^^^H 

bmit de dialU. - ^^H 




Diastolic. 


Second or 




Pulmonic second ^^H 






thipi left in- 
tercostal 


downwards 
towards the 


sound impaired in ^^^H 
intensity. '^ ^H 


^H FULHOHIC 




Ci^r 


ensiform 


_ This murtniu-. if ^^H 


H Regdrgita- 




cartilage. 












laon!'light^eMay ^^M 
be confounded with ^^M 










^P (Suufflciooir.) 








an aortic regnrgi- ^^^H 


H 








rect murmur did ^^H 
not co-exist. ^^H 


I -i 



iW :/7??r.i.>.':.i y -y*: ifixr 



I nr.jS .Ni\ 



ik.«AkMJUIb 



HfT* 4r i iin iiin 
' iiynTWT 1 r 



■• J 



r-mnw 



- •• «- 






V> ■ •• * • ''^ 

.. t. . * »» ."'fill '-^ ' 

,. k ...Ml •! s '■** 

• ■ItMfcllt '»*■ ' •*• '••»•* 

• U >4. Ill ■ rftufjw, u 

. hii'li 'iTkaiift ■«« 
iitn, itt ■;J»«' ■•^'• 






-f "^^'iitbwl Art 



eUfbi^ ''MitvtdUt^ 



mnttT .oa "*H- 



>',:*'^.- 






^mmt 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued. 



1 


auscultation. 


PISE A SB. 


Rhythm of 
Munnar. 


Maxlmnm In- 
tengity of Mur- 
mur. 


Murmur Blao 
heard. 


Other things to be 
nodoed. 


TbI CUSPID 

Obstbuction. 

(St9iioai8.) 
[8.] 


Presystolic. 


At lower 
part of ensi- 
form carti- 
lage. 






Tbicuspid 
Kbgdbgita- 

TION. 
(Insufflcienoy.) 


SystoUc. 


At lower 
part of ensi- 
form carti- 
lage. 


Generally 
limited to 
the superfi- 
cial cardiac 
space. 

If trans- 
mitt ed at 
all, it is to 
the right. 


A murmnr is not 
present in many 
cases of actual tri- 
cuspid regurgita- 
tion, even when 
there is a definite 
valvular lesion. 
Rarely, if^ ever, 
rougli. 

Pulmonic second 
sound diminished in 
intensity. Mitral 
or aortic murmurs, 
or both, often coex- 
ist, differing in pitch 
and quality. 



0¥ DISEASES OF THE HEART. 
TABLE NO. 11, Continvtd. 



™™bb.o.. 


■««™c™». 


„„™. 


^.^ 


TheoretkaUj. 






The rarest of aU. 


hjrpertropby and 








dilatatii.n of thi; 








right aaricle are 








firtt produced. 








Firet the right 


JtigaloT pul- 


IndistiDct apex 


Primnry tricuspid 


Mriele is diluted, 


sation, syncliro- 


beat unless there 


tegutgitation is lery 


theo the right 


iioas with the 


iH considerable 


rare; but seoondary 


yentricle ii hy- 
pcrtrophied and. 


heart's systole, — 


hypertrophy of 
tfie left ventricle. 


to mitciJ stetiwis or 


dilated. Then 


siim of tricasDid 


DietlDct epi- 


nut uiii-ommim. 


comes enlnrce- , reEiirgiifttion, 


gastric pulsa- 


It not iofreqaently 


ment of ihe left 1 u.ijew the right 


tion. 


e^iisis incases where 


Tentricla on oc- , vsnlriclo be very 




there tn no definite le- 




wenk from dila- 




sion of the valve, but 


creaiwd work. 


tation. 




where, on ftcconnt of 


PercDBfiion 


LarRer area of 




ri«ht heart from mit- 


Bigna acuorU- 


visihie impulse 




iogly. 


than with any 




riil tli9ca«e, the tricus- 




other valvular 




pid orifire !» enlarged 




lesion. 




without a prajmrtion- 
the valve. 
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THE PHYSICAL DIAGNOSIS 



TABLE KO. 11, Continued. 



DISEASE. 



Fatty Degen- 
eration of the 
Heabt. 



Cardiac Neuro- 
ses. 

(Nerroiu or func- 
tional disorders of 
the heart.) 



auscultation. 



Both heart sounds are per- 
manently weakened, especially 
the Jirst. The second sound 
over the apex is clearer and 
louder than the first. First 
sound often absent. When 

{>rehent, it is shoit and valva- 
ar, the muscular element or 
element of impulsion being 
greatly impaired. This con- 
dition is per^istent, not tempo- 
rary; and several examina- 
tions must be made before de- 
ciding on the diagnosis. 



PERCUSSION. 



Heart sounds healthy in 
quality, but intensified, clearer, 
and more abrupt than normal. 
Occasionally the first sound is 
metallic, and either may be re- 
duplicated. 

An inorganic anaemic mur- 
mur is sometimes heard at the 
base of the heart. It is systolic, 
either aortic or pulmonic or 
both, soft and leeble, often 
propagated into the carotids, 
and accompanied by a hum in 
the veins of the neck. 



Normal area of dullness 
as a rule. 

Sometimes a dilated or 
hypertrophied heart un- 
dergoes fatty degenera- 
tion, when, of course, its 
increased area of dullness 
will remain. 



Percussion dullness nor- 
mal. 

As a mere coincidence, 
functional disease may ex- 
ist in a hypertrophied 
heart. 



OF DISEASES OF THE HEART. 
TABLE NO. U,Conlm«ed. 



No vMblo ii 
oven in thin per* 



Verv liLlle or no apex 
•eat tan be felt. If felt 
t is |j>'ni'ni]lj' in its nor-. 
n]il iHipiiEon, and ia irreg- 
ular ur iiitf rmittent, 

ypertpo p hied 
imea fatty, there 
ia a. tuiiibliiig, rulliag mo- 



Apex bt'at in normal po- 

Increased o«;oa, not 

Cmi'TT. Heat abrupt and 
rieL A violent blow, 
not a powerful heaving. 

tjumcrimee impulse 
weaker than natural. 



Valvular leatona may co-exiat. 
The diagiiOfia of fnttj do- 
eeueratiun of a hypertrophied 
heart ia varv difficult. 



The phyaicol aigos are both 
negative and posilite, — negar 
tivc in excUidiug all organic 
ditiea.ie, and positive in ahow- 
ing the healthy size, poaitioo, 
and Minn da of thi? bean. 

Padenta with fuactiouol dii- 
ease complain macb more of 
heiiH lymiiloma than ihon with 
organic ilWiue. luorKanic pal- 
pitation ia ini'reatied by seden- 
tary lite, organic by exereiao. 
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Meof,boBj, «. 


Dilatanon of tlie bnmL-lii, 74. ^^H 


Ampburic reepiration, 28. 


64. ^^H 






, •mcB, M. 


ro-uiiBiice, 4S. ^^^H 


"Iiisper, *4. 


Dry ur vitTatiag lules, 30. ^^^| 




Dnlloeas on pcrciuBioa, 4& ^^^^| 








EmpbvHema, 62. ^^^H 


regnr^Ution, BS. 




Astliiaa, 64. 






ExaggnriOM] petcuwiiiii rflBononcc, 50. ^^^| 


Bronchiiil rilea, 30. 




rcKpiratiiHi, SG. 


Eipinitiau prolxngva, S4. 


wliisper, Doraul, 49. 




uwressed, 48. 




BroncliiectaBia, 74. 


Fetble rcKpiralioa, 22. 


Braachitis. atruteand chnNuc, £4. 


FihT<,i.l phth[-u, TO. 


capillary, 66, 


Fine bulbling rile«, 3S. 






BroncbcM^Tennnu respiration, 28. 


Fremitas, dimitiNhed vocri, 41. 


vesicDlar rvspinuion, 26. 


mcreiiKd vocal, 42. 


pneniuoDia, T». 






Friction iwapdi, 36. 


whUpering, 42. 




Biil.1,lii,g rilM, 32. 


GQrglmerS1e..S4. 


fnpilUrj bronchitiB. 66. 




CunJiac nearoMB. W. 


Ifedtli; heart, 78. 


CurdaoDM of long, 76. 




- C««rhnl pneimoBia, 7ft 


Hydro perirardiara,ei. 


l.'uvernatu rtles, 34. 


Hjdrothorax. U. 




Hv|iertroplir «( ihe left heart. 82. 


whiq>er.4l. 


right bwt. B>. 


ait^king. S.e Sibilasct Kalks, no. 






Incrtasrd hrwichial «U>per. tS. ^^^^^ 


CtiHiLoJ-Dieul tWHHiance, 50, 


rupiratiuB. ^^^^^^^H 


Crukticg. BeeCBEriTANTRAuB, 34, 


TDul tn-mittu, 41. ^^^^^^M 


Crepitant rftle*, 34. 


TDtwl n>MiiuuK«, 4a. ^^^^^^1 




marinnn^ tH. ^^^^^^^H 
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Insafficiency, aortic, 86. 

mitral, 90. 

pulmonic, 92. 

tricaBpid, 94. 
Intercostal neuralgia, 25. 
Interrupted respiration, 24. 
Interstitial pneumonia, 70. 
Intra-thoracic tumors, 76 . 

Jerking respiration, 24. 

Laryngeal r&les, SO. 

respiration, 20. 

voice, 40. 
Laryngophony, 40. 
Left-heart hypertrophy, 82. 

valvular lesious, 86. 
Lobar pneumonia, acute, 68. 
liObular pneumonia, 70. 

Metallic tinkling, 36, 44. 
Miliary tuberculosis, 72. 
Mitral obstruction, 88. 
regurgitation, 90. 
Moist r&les, 30. 
Morbid pleural sounds, 36. 
Mucous r&les, 32. 

Nervous diseases of the heart, 96. 
Neuralgia, intercostal, 25. 
Neuroses, cardiac, 96. 
Normal bronchial whisper, 40. 

thoracic vocal resonance, 40. 

vesicular percussion resonance, 46. 

vesicular respiration, 20. 

(Edema, pulmonary, 58. 
Obstruction, aortic, 86. 

mitral, 88. 

pulmonic, 92. 

tricuspid, 94. 

Pectoriloquy, 44. 

whispering, 44. 
Pericarditis, 78. 
Phthisis, 72. 
Plastic bronchitis, 66. 
Pleurisy, acute, 54. 

chronic, 56. 
leaiodynia, 25, 



Pneumo-hydrothorax, 60. 
Pneumonia, acute lobar, 68. 

catarrhal, 66, 70. 

chronic, 70. 
Pneumothorax, 62. 
Prolonged expiration, 24. 
Puerile respiration, 20, 22. 
Pulmonary oedema, 58. 

percussion resonance, 46. 

respiration, 20. 
Pulmonic obstruction, 92. 

regurgitation, 92. 

R&les, bronchial, 30. 

bubbling, coarse, 32. 

bubbling, fine, 32. 

cavernous, 34. 

clicking. See Sibilant, 30. 

crackling. See Cbbpitant, 34. 

crepitant, 34. 

dry, 30. 

gurgling, 34. 

laryngeal, 30. 

moist, 30. 

mucous, 32. 

sibilant, 30. 

sonorous, 30. 

sub-crepitant, 32. 

tracheal, 30. 

vesicular, 34. 
Regurgitation, aortic, 88. 

mitral, 90. 

pulmonic, 92. 

tricuspid, 94. 
Resonance on percussion, absence of, 
46. 

amphoric, 50. 

cracked-metal, 50. 

diminished, 46. 

exaggerated, 50. 

normal vesicular, 46. 

pulmonary, 46. 

tympanitic, 48. 

vesiculo-tympanitic, 50. 
Resonance, vocal, diminished, 42. 

increased, 42. 

normal thoracic, 40. 

suppressed, 42. 
Respiration, absence of, 22. 

amphoric, 28. 
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Respiration, bronchial, 26. 

broncho-caverDons, 28. 

broncho-vesicular, 26. 

cavernous, 28. 

cogged-wheel, 24. 

feeble, 22. 

harsh, 26. 

healthy, 20. 

increased, 22. 

interrupted, 24. 

jerking, 24. 

laryngeal, 20. 

puerile, 20, 22. 

pulmonary, 20. 

rough, 26. 

rude, 26. 

senile, 22. 

suppressed, 22. 

tracheal, 20. 

tubular, 26. 

tubulo-vesicular, 26. 

vesicular, 26. 

vesiculo-bronchial, 26. 

wavy, 24. 

weak^ 22. 
Right-heart hypertrophy, 82. 

valvular lesions,' 92. 

Sibilant r&les, 30. 
Sonorous rAles.SO. 
Splashing, 38. 
Stenosis, aortic, 86. 

mitral, 88. 

pulmonic, 92. 

tricuspid, 94.. 
Snb^repitant rftles, 32. 
Suppressed respiration, 22. 

vocal resonance, 42. 



Tiuklin;:, inetnllic, 36, 44. 
Tracheal r&les, 30. 

respiration, 20. 

voice, 40. 

whisper, 40. 
Tracheophony, 40. 

whispering, 40. 
Tricuspid obstruction, 94. 

regurgitation, 94. 
Tuberculosis, acute miliary, 72. 
Tubular respiration, 26. 
Tubulo-vesicular respiration, 26. 
Tympanitic resonance, 48. 

Valvular lesions, 86. 
Vesicular rAles, 34. 

respiration, 20. 

resonance on percussion, 46. 
Vesiculo-tympanitic resonance on per- 
cussion, 50. 
Vesiculo-bronchial respiration, 26. 
Vibrating r&les, 30. 
Vocal resonance, diminished, 42. 

increased, 42. 

normal thoracic, 40. 

suppressed, 42. 
Voice in disease, 42. 

laryngeal, 40. 

tracheal, 40. 

Wavy respiration, 24. 
Wejdc respiration, 22. 
Whispering bronchophony, 42. 

pectoriloquy, 44. 

tracheophony, 40. 
Whisper, amphoric, 44. 

cavernous, 44. 

tracheal, 40. 
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L76.3 Olapp, H.C. 112S43 
C58 A tabular handbook 
1887 of auscultation and 


Bjgj^uusslon. 
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